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ABSTRACT

PSYCHOTHERAPY WITH DIFFICULT PATIENTS: PERSONAL NARRATIVES

ABOUT MANAGING COUNTERTRANSFERENCE

MAY 2007
JENNIFER DAVIDTZ,
M.S.,

B.A..

CALIFORNIA STATE UNIVERSITY NORTHRIDGE

UNIVERSITY OF MASSACHUSETTS AMHERST
Directed by: Professor Richard P. Halgin

This project used a qualitative methodology to examine:
therapists experience as difficult,

and

(1

)

the types of patients that

their decisions regarding initiating

psychotherapy

with these patients; (2) the emergence and management of countertransference during the

course of psychotherapy; and (3) therapists’ understanding of the impact of
countertransference on the development of a therapeutic alliance with difficult patients.
In addition, this project explored therapists' preconceptions about difficult patients

their

and

understanding of the impact of those preconceptions on the therapeutic alliance and

psychotherapy process. Semi-structured interviews were conducted with ten experienced
therapists. Interviews

were transcribed and

a clinical, narrative perspective

was used

to

generate themes related to the research questions. In addition, narratives were reviewed
for content consistent with the five-factor theory of countertransference

(VanWagoner. Gelso, Hayes,

management

&

Diemer, 1991), which posits

management

that countertransference

consists of five interrelated factors: (1) therapist self-insight, (2) therapist

self-integration, (3) anxiety

management,

(4)

empathy, and

(5) conceptualizing ability.

Therapists described patients with a range of diagnoses and behaviors that they find

difficult,

including borderline personality disorder, narcissistic personality disorder,

IX

schizoid personality disorder, dissociative identity disorder, substance use disorders,

high-risk behaviors and the avoidance of affect. Therapists' narratives of

countertransference with difficult patients reflected an intersubjective model of
countertransference, with themes of difficulty related to aggression and withdrawal. With

regard to managing countertransference, therapists emphasized the importance of selfcare and personal psychotherapy, supervision and consultation, and clinical training and

experience. Therapists' narratives reflected themes of self-insight, self-integration, and

anxiety

management

and, to a lesser extent,

empathy and conceptualizing

most therapists viewed preconceptions as somehow related
they described managing preconceptions in

managing countertransference.

much

the

to countertransference,

same way

Specifically, therapists

ability. Finally,

and

that they described

emphasized the importance of

awareness and understanding of preconceptions as a valuable source of information about
the patient, themselves,

and the intersubjective

reality of the therapy situation.

PREFACE
This project began as an inquiry into therapists’ preconceptions regarding

initiating

psychotherapy with difficult patients, and their understanding of the impact of

those preconceptions on the development of an alliance with difficult patients. This

question was born out of

my

observations of the ways in which supervisors and therapists
1

in the Psychological Services

and the ways

As

I

in

which

developed

their

my

countertransference and

its

Center (PSC) described patients with borderline pathology

impressions influenced disposition and treatment planning.

research proposal within the context of a growing interest in

impact on the therapeutic alliance.

I

became increasingly

management. Through an extensive review of

interested in countertransference

literature.

I

became familiar with

the

enormous impact

that countertransference

management has on psychotherapy process and outcome. However.

I

realized that

has been written about the unique and shared processes by which therapists
countertransference reactions, and

1

became increasingly

about managing countertransference. In addition,

me

to consider

broadening the scope of

little

manage

interested in detailed narratives

my review

this project to

the

of the literature prompted

include the range of patients

therapists subjectively experience as “difficult,” rather than focusing exclusively

whom

on

borderline pathology.

As

part of the process of

interviews in which

I

developing

my

interview guide,

I

conducted two

pilot

focused on therapists' preconceptions about borderline personality

disorder as a form of countertransference. These interviews illuminated three important
issues that influenced the direction of this project: (1) Indeed, not

all

therapists

experience borderline patients as equally difficult or challenging, and the characteristics

xi

of the types of patients that therapists experience as difficult

therapists'

own

may

relate closely to

unresolved conflicts; (2) There are significant practical and conceptual

limitations to assessing a concept such as “preconceptions” via subjective self-report; and

(3)

The

relationship between preconceptions and countertransference

would be premature, and perhaps
difficult patients represent a

assume

inaccurate, to

is

this project,

it

preconceptions about

that

form of countertransference. Furthermore,

methodological consultations regarding

not yet clear;

in

my

colleagues suggested related, yet

impact of therapist preconceptions on therapeutic alliance

distinct lines of inquiry: (1) the

and psychotherapy process with

difficult patients;

and

(2) therapists’ subjective

experiences of countertransference, and the process by which therapists manage
countertransference in their

it

would be appropriate

work with

difficult patients.

to pursue the latter

and

preconceptions for a future project. With that

agreed

that, at this juncture,

to reserve the line of inquiry

in

exploratory questions about preconceptions in

We

mind,

my

I

about

decided to include some

interview.

Researcher
In qualitative interview projects

such as

this,

the investigator influences the

process by virtue of personal and professional experiences, as well as theoretical
orientation. At the time of this project

I

was completing my

full-time clinical internship

and had been seeing patients for approximately four and a half years; as a
brought

my own

this project.

result,

I

experiences, through direct patient contact and clinical supervision, to

The approach of

this project

was exploratory, and my

about the types of patients that therapists experience as

XII

intention

difficult, the

ways

in

was

to learn

which

therapists

manage countertransference with

those patients, and their understanding of the

impact of countertransference on the therapeutic alliance and psychotherapy process.

have

I

tried

throughout the process to be receptive to

attempting to confirm
contributions of

my own

my

my own

new information

in

experiences or existing beliefs; furthermore, the valuable

research associates have certainly bolstered those efforts. That said,

experiences as a clinician and supervisee have undoubtedly influenced

research questions and

qualitative research

that, as the

To frame

it

my

interpretation of the data.

my

Moreover, the very nature of

and particularly the topic of inquiry - countertransference - implies

researcher and interview'er.

in the

favor of

I

was an

active participant in this project myself.

language of the topic under consideration, each interview contained

elements of the subjective, objective, and intersubjective, resulting

unique dyads and brief relationships. While

I

in the creation

of ten

have strived to present these therapists’

stories as they told them, as with the retelling of

any

story, the narratives

manuscript are to some degree the product of a journey

xiii

we

took together.

contained in

this

1
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CHAPTER

I

LITERATURE REVIEW

The
The psychotherapy
difficult patient,

Difficult Patient

literature reflects varying descriptions or definitions of the

beginning with Freud (1916-1917).

patient as one

who was

Other patients

who have been

who

described the difficult

unable to form a positive transference with the therapist.
described as difficult-to-treat include those with

substance-related disorders and chronic severe mental illness (Laskowski, 2001

those

who

are perceived as entitled

2001), those

who

(Fiore. 1988).

).

and manipulative (Boulanger. 1988; Laskowski.

challenge or violate the boundaries of the therapy relationship

and those who frequently engage

in high-risk

behaviors (Laskowski.

2001). The types of patients most consistently labeled as difficult are those with
severe personality disorders, particularly borderline personality disorder (Bateman

Fonagy, 2003; Fonagy. 1998; Gabbard

&

Davis, 1996).

& Wilkinson.

Gomez,
Gabbard

&

1994; Laskowski. 2001; Millon

The impact of countertransference on therapeutic

therapy process and outcome in general (Gelso

&

& Hayes.

alliance

and

2001, 2002; Gelso, Latts,

Fassinger, 2002). and with difficult patients in particular (Fonagy, 1998;

& Wilkinson.

and empirical

attention.

1994; Laskow'ski, 2001

However, few

studies

).

has received considerable theoretical

have delved deeply into therapists’

subjective experiences of unusually difficult-to-manage countertransference

reactions, the process

by which they work through those reactions, and

their

understanding of the impact of those reactions on therapeutic alliance and. by

implication, treatment process and outcome.

The goal of this

project

was

to address

these questions by conducting in-depth interviews with psychotherapists regarding

how

they experience and

manage countertransference with

be particularly challenging.

I

how

interacting relate to the therapists'

those patients' presenting issues and

own

hoped

that in-depth narratives

with experienced therapists

in

decisions regarding initiating psychotherapy with patients

whom

which

therapists

(or not

emergence and management of countertransference during the course

managed) on

As noted above,

the

development of

way

that

& Wilkinson,

Davis, 1996). Correspondingly, there

is

a large

Bateman

&

Fonagy, 2003; Butler, 2001; Gabbard

amount of both

McIntyre

&

Schwartz, 1998; Millon

and volume of

this

&

&

&

2001; Laskowski, 2001; Millon
clinical

research literature regarding countertransference with borderline patients

the scope

is

patients with personality disorders, particularly borderline

Fonagy, 2003; Fonagy, 1998; Gabbard

Given

it

a therapeutic alliance.

personality disorder, are consistently described as difficult to treat (Bateman

&

make

they expect will be

of psychotherapy, and (3) the impact of countertransference and the

managed

how

on therapy process and

might provide a window into understanding: (1) the ways

difficult, (2) the

ways of

issues and unresolved conflicts, and

therapists understand the impact of countertransference

I

they find to

sought to explore the types of patients that different

therapists experience as difficult,

outcome. Specifically,

whom

patients

and

(e.g.,

Wilkinson. 2001; Linehan, 1993;

Davis, 1996; Wheelis

& Gunderson.

1998).

research base, and the preponderance of the

diagnosis of borderline personality disorders in the literature on difficult patients.
will use borderline personality disorder as the

example by which

to illustrate

my

I

rationale for this project. Specifically,

1

will

review the

literature relevant to

countertransference and the therapeutic alliance, and then

BPD

framework within which

as the

to outline

my

will use the

I

example of

questions regarding the types of

patients that therapists find difficult, the relevance of those patients’ behaviors and

characteristics to therapists’

own

histories

and unresolved

manage countertransference, and

therapists

issues, the

way

their understanding of the

in

which

impact of

countertransference on the therapeutic alliance with difficult patients. In addition.

will use the

example of

BPD

I

to introduce a secondary, exploratory line of inquiry

regarding therapists' preconceptions about difficult patients, the conceptual

relationship

between such preconceptions and countertransference, and the impact of

preconceptions on the therapeutic alliance and the treatment process.

Therapeutic Alliance

The therapeutic
theoretical

alliance has

been conceptualized within a number of different

frameworks, which has led

the alliance in the therapeutic process

Henry
Garske

&

Strupp, 2000; Horvath

&

Davis, 2000; Safran

&

to several related explanations of the role of

(Ackerman

&

Hilsenroth, 2001, 2003; Hilliard,

Bedi, 2002; Horvath

& Muran,

&

Luborsky, 1993; Martin,

1996; Saketopoulou. 1999). However, only

those conceptualizations most relevant to this project will be considered here (please

refer to Gaston,

1990 and Horvath

&

Luborsky, 1993 for a detailed review). In a

landmark contribution, Bordin (1979, 1994) proposed a model
alliance in terms of three

that described the

components: agreement on the therapeutic goals, consensus

regarding the tasks of therapy, and the bond between the patient and therapist. This
three-part

model informs most current conceptualizations of

3

the therapeutic alliance

(Ackerman

&

Luborsky, 1993; Martin

2000). Thus,

et al.,

active collaboration

between the patient and

they share (Horvath

&

The

Kivlighan, 1993; Horvath

modern

alliance theory

2000; Horvath
2000; Safran

&

&

early in therapy

&

emphasizes the

therapist, as well as the emotional

bond

Bedi, 2002).

therapeutic alliance has been identified as one of the

predictors of treatment

alliance

&

Hilsenroth, 2003; Al-Darmaki

outcome (Ackerman

Bedi, 2002; Horvath

&

more

reliable

Hilsenroth, 2001, 2003; Constantino,

& Symonds,

1991; Jordan, 2003; Martin

et al.,

Muran, 1996; Saketopoulou, 1999). Establishing a strong alliance
is

important (Horvath

measured between the

therapy outcome (Barber et

Gagnon, 1998; Horvath

&

al.,

third

&

and

Bedi, 2002), and there

fifth

session

is

is

evidence that

a consistent predictor of final

&

1999; Gaston, Thompson, Gallager, Cournoyer,

Symonds, 1991). While the mechanisms by which

alliance

impacts outcome are not yet clear (Constantino, 2000), factors that influence the
quality of the

working alliance include patient and therapist variables such as

interpersonal style, attachment style, transference and countertransference behaviors,

and therapist technique (Ackerman
Sauer, Lopez,

&

development of

&

Hilsenroth, 2001, 2003; Ligiero

Gormley, 2003). Specific patient factors
a strong therapeutic alliance include

motivation, and the patient’s willingness to disclose

2003; Dunkle
addition, there

patients

&
is

Friedlander, 1996; Horvath

&

2002;

that contribute to the

premorbid functioning,

(Ackerman

&

Hilsenroth. 2001,

Bedi, 2002; Saketopoulou, 1999). In

evidence that therapeutic alliances are more likely

who have poor

& Gelso,

to

be weak

in

family relationships, difficulty maintaining social

relationships, and poor object relations (Horvath

4

&

Luborsky, 1993; Saketopoulou,

1999).

Borderline patients, for example, have difficulty forming and maintaining

healthy relationships (Linehan, 1993), and they have particular difficulty establishing
strong therapeutic alliances due to their fundamental lack of trust in others (Gabbard

&

Wilkinson, 1994; Gunderson, Najavits, Leonhard, Sullivan.

Marziali,

Munroe-Blum,

According

by

to Marziali

&

Sabo, 1997;

McCleary 1999; Saketopoulou, 1999; Spurling, 2003).

and his colleagues (1999). borderline patients are influenced

their perceptions of their therapists’ attitudes, behaviors,

such perceptions

&

may be important

and affective responses;

indicators of therapy compliance and the potential

for collaborative therapeutic work. This suggests that therapists’ attitudes

behaviors are crucial

in the early stages

and

of work with these patients; however, specific

contributions of those attitudes and behaviors to the development of the therapeutic

alliance are not yet well understood

Darmaki

&

(Ackerman

Kivlinghan, 1993; Hilliard, Henry

In his pioneering

relationship.

work on

&

Hilsenroth, 2001, 2003; Al-

Strupp, 2000).

the client-centered concept of the therapeutic

Rogers (1951) contended

congruent and

&

that the therapist's ability to

to accept the client unconditionally are essential conditions for

therapeutic gains. Horvath and Bedi (2002) identified three

qualities that contribute to the

interactive,

for

development of a strong

and intrapersonal dimensions.

empathy and responsiveness,

arise in the therapy.

and patient and

most relevant

be empathic and

The

to the present

therapist

alliance: the interpersonal,

Intel-personal skills

comprise the capacity

as well as the ability to respond to challenges as they

interactive

their ability to

components of

work

component

refers to the

collaboratively.

match between

The intrapersonal dimension

discussion and refers to the therapist's

5

therapist

own

is

vulnerability

to negative

reactions

emotions triggered by interactions with certain types of patients. These

may

surface as hostile responses to a specific patient or as

countertherapeutic responses triggered by inteipersonal challenges in therapy

(Horvath

&

Bedi).

Researchers have shown that therapists' perceptions of the quality of the
alliance in early sessions contribute significantly to the

(Ackerman

&

Hilsenroth, 2001. 2002: Brossart. Willson. Patton. Kivlighan,

Multon, 1998);

its

in particular, therapists' expectations

development

as such

&

(Al-Darmaki

"critical alliance phases.’'

place within the

During

first

five sessions,

&

of a positive alliance facilitate

Kivlighan, 1993). In their landmark article

on the modern concept of the therapeutic
proposed two

development of the alliance

alliance,

The

Horvath and Luborsky (1993)

first critical

phase of the alliance takes

and probably peaks during the third session.

this phase, satisfactory levels

of collaboration and trust should be established,

and the patient and therapist should agree on the goals of therapy. During the second
critical phase, the therapist

The

patient

begins to challenge the patient's maladaptive patterns.

may experience

the therapist’s

more

active interventions at this time as a

reduction of support and this could reactivate the patient’s past dysfunctional beliefs

and behaviors, thus weakening or rupturing the alliance. Such deterioration must be
repaired

if

therapy

Ruptures

is to

continue successfully.

in the alliance are

described as tensions or breakdowns in the

collaborative relationship between patient and therapist. Thus, according to Bordin's

(1979) three-part model, ruptures

may

be defined as disagreements about tasks,

disagreements about goals, or strains in the bond (Safran. Muran. Samstag, and

6

Stevens, 2002). Safran and his colleagues (2002) argue that these three

interact in an

ongoing manner. For instance, an

components

agreement about tasks

initial

may

enhance the quality of the bond; correspondingly, when there are disagreements,
healthy bond will allow for productive negotiation. Ruptures often emerge

a

when

therapists play into maladaptive interpersonal cycles that are characteristic of the

patient's other interactions.

For example, responding

patient with counter-hostility

would confirm

thus obstructing the development of a

1996). This

example

the patient's

good therapeutic

dilemma

articulates the sort of

borderline patients. Therapists

to hostile

who engage

in

behavior from a

view of others as

hostile,

alliance (Safran

& Muran,

may

face with

that therapists

maladaptive cycles with borderline

patients run the risk of colluding with them, thereby reinforcing their destructive

behaviors.

way

Furthermore, such collusion

is

likely to invalidate patients in the

same

they have experienced invalidation in their other relationships (Linehan, 1993),

thus jeopardizing the alliance and the treatment outcome.

Countertransference

The therapeutic

alliance has consistently

of treatment outcome (Ackerman

Horvath
Safran

&

&

Bedi, 2002; Horvath

&

&

been shown

to

be a reliable predictor

Hilsenroth. 2001, 2003; Constantino, 2000:

Symonds, 1991; Jordan, 2003; Martin

Muran, 1996; Saketopoulou, 1999). Patient

et al„

2000:

factors that contribute to the

alliance include motivation, expectations for therapy, interpersonal relationships,

openness, and trust (Al-Darmaki

&

Kivlinghan, 1993). Relatively less

about therapist characteristics that contribute to the alliance (Ackerman

2001, 2003; Al-Darmaki

&

Kivlinghan, 1993; Dunkle
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& Friedlander,

is

known

&

Hilsenroth,

1996; Hilliard.

Henry

&

Strupp, 2000; Ligiero

countertransference (CT) and

& Gelso,

its

2002). However, the concept of

impact on the alliance and therapy outcome has

received both theoretical and empirical attention (Gelso

et al.,

2002; Hayes, 2004: Kiesler, 2001; Ligiero

Hayes, 2002; Spurling, 2003; Wheelis

element across

all

definitions

and conflicts aroused

is

& Gelso,

& Gunderson,

countertransference has been conceptualized in a

&

Hayes, 2001, 2002; Gelso
2002; Rosenberger

&

1998). While

number of ways,

the

common

an emphasis on countertransference as the feelings

in therapists in their

work with

patients (Brody

& Farber,

1996).

Definitions of countertransference differ in terms of their emphasis on therapists'

reactions based on: (1

)

their

own

unresolved conflicts ( subjective or classical

countertransference), (2) patient behaviors that are likely to elicit similar reactions

from others ( objective or

totalistic countertransference),

specific to the patient-therapist

&

&

Hayes, 2002; and Hayes, 2004 for detailed

reviews). In other words, countertransference

may

be conceptualized either as a

therapist variable, reflecting a relational capacity that

phenomenon,

reflecting a

behaviors; an interactional

(3) events that are

dyad (intersubjective countertransference; see Epstein

Feiner, 1988; Gabbard, 2001; Gelso

reactionary

and

common

phenomenon

that

is

consistent across patients; a

reaction to provocative patient

emerges within each unique therapy

relationship; or different combinations of these variables (Horvath

1993).

The

integrative conception of countertransference (Gelso

&

&

Luborsky,

Hayes, 2002)

defines countertransference as therapist reactions to patients based on the therapists'

own

unresolved conflicts. Thus, while clinicians and researchers tend to identify

patients themselves as difficult,

it

may make more

8

sense to examine the therapeutic

relationship as an interactive unit that

“difficult”

(Noonan. 1998: Paniagua

Glen Gabbard (2001) echoes

may

or

et al.,

this

may

not itself be characterized as

1993).

sentiment in his review of the evolution and

current state of the concept of countertransference:

The image of

the analyst as a blank screen maintaining

complete neutrality

and anonymity is no longer a viable concept. Countertransference is inevitable
and useful as part of an exploration involving two spontaneous and responsive
individuals engaged in an intense and emotionally taxing interaction.

The behavioral manifestations of countertransference

viewed

are

detrimental to the alliance: “Acting out countertransference reactions

itself a

negative effect” (Gelso

&

Hayes, 2002.

p. 273).

In their

as directly

is in

and of

development of the

Inventory of Countertransference Behavior (ICB), Friedman and Gelso (2000)
distinguished between positive and negative countertransference behaviors. Positive

countertransference behaviors constitute friendly or supportive behavior toward

patients,

whereas negative countertransference behaviors include

rejecting behaviors.

critical, punitive, or

Both positive and negative countertransference behaviors

negatively impact the alliance, because both serve the therapist’s needs rather than the
patient's needs

(Friedman

&

Gelso: Rosenberger

countertransference reactions are inevitable and

&

Hayes. 2002). Thus, while

may

provide valuable information

about the patient and the therapy, the management of those reactions
stability

of the therapeutic alliance.

that countertransference that

is

is critical to

the

Indeed. Gelso and Hayes (2001, 2002) assert

understood and managed tends to

facilitate effective

treatment, thereby enhancing outcome.

The management of countertransference has been theorized
interrelated factors: self-insight, self-integration,

9

to consist

of five

empathy, anxiety management, and

conceptualizing ability (Gelso

Hayes,

&

&

Hayes, 2002; Hayes, 2004; Van Wagoner, Gelso,

Diemer, 1991). Therapist self-insight

awareness of

his or her

own

feelings

and

is

defined as the therapist’s

their basis.

Self-integration refers to the

therapist’s possession of a basically healthy character structure.

this quality is critical

when

treating difficult patients as

it

The possession of

allows for the recognition of

boundaries and the differentiation of self from other. Empathy allows the therapist to

remain focused on the patient's needs, despite the urge
needs. Anxiety

spill

to

management

to attend to his or

her

refers to the act of controlling anxiety so that

over into the therapy. Finally, conceptualizing

it

own
does not

ability is the therapist’s capacity

understand the patient's dynamics in the context of the therapeutic relationship.

This five-factor theory and the relevance of countertransference management to
treatment outcome have been assessed using the Countertransference Factors

Inventory (CFI; see

Van Wagoner

to countertransference

et al.,

1991).

management on which

The CFI

a therapist

consists of

is

rated by

50 items related

someone

familiar

with his or her clinical work (for example, a colleague or supervisor). Several studies
using the CFI have indicated a positive relationship between countertransference

management and

a reduction in countertransference

2000; Gelso. Fassinger, Gomez,

Rosenberger

&

&

Latts, 1995;

behavior (Friedman

Hayes, Riker,

& Ingram,

& Gelso,
1997;

Hayes, 2002); for example, Gelso and colleagues (1995) found that

self-integration and anxiety

management were

related to a decrease in

countertransference behavior. Furthermore, countertransference management, as

measured by overall CFI scores, has been shown

10

to

be predictive of therapeutic

alliance and

improved treatment outcome (Gelso

et al.,

2002; Rosenberger

&

Hayes,

2002).

Countertransference with Difficult Patients
Borderline personality disorder (BPD) represents the personality disorder

most frequently diagnosed

with borderline

in clinical practice; in addition, patients

personality disorder have the highest rates of suicide attempts and completions

(Frances, 1993).

BPD

is

defined in the

DSM-IV-TR

as an Axis

II

disorder

characterized by a pervasive pattern of instability in affect, self-image and
interpersonal relationships, and

marked impulsivity (American Psychiatric

Association, 2000). Characteristic features include inappropriate or intense anger,

unstable and intense relationships characterized by alternating between extremes of
idealization and devaluation, fears of

mood

reactivity,

abandonment and

frantic efforts to avoid

it,

and self-harm (see American Psychiatric Association. 2000 for

complete diagnostic

criteria).

These features may manifest as rage, manipulativeness,

neediness and dependency, self-destructive

acts, splitting,

attempts

at

boundary

violation,

missed appointments, and the communication of a sense of entitlement

(Gabbard

& Wilkinson,

According

to

1994; Wheelis

&

Gunderson, 1998).

Bateman and Fonagy (2003), most

clinicians recognize the

difficulty that borderline patients experience with regard to

managing

Clinicians thus regard '‘emotional storms” as characteristic of

patient's relationships, including the therapeutic one.

In his

all

their

emotions.

the borderline

foreword

to

Linehan's

seminal 1993 book, Cognitive-Behavioral Treatment of Borderline Personality

Disorder Allen Frances argued
,

that borderline patients are those

11

most

likely to

bewilder clinicians and make them feel deskilled and, as such, present a unique

He

treatment challenge.

who meet

notes that individuals

diagnostic criteria for

BPD

provoke intense countertransference reactions because they are frequently
noncompliant and unpredictable, and they constantly challenge the boundaries of the
therapeutic relationship. These behaviors

may

cause therapists to be too indulgent on

the one hand, or too rejecting on the other, often resulting in less effective, and

perhaps less appropriate, therapeutic interventions. ‘'Borderline” has been labeled

.a

code word not for a person but a relationship - a therapeutic double-drowning,”

describing ‘'practically any patient

(Butler, 2001).

The

who

terrified,

pejorative flavor of these

enraged or repulsed her therapist”

words suggests

that therapists

may

approach therapeutic encounters with borderline patients with an overly rigid or
punitive stance. Indeed, in an article that addresses the role of stigma surrounding

borderline patients

among

staff in hospital settings,

iatrogenic effects of treatment that

may

result

Nehls (1998) cautions against the

from viewing borderline patients as

inherently bad, manipulative, and uncooperative rather than deeply troubled,

desperate, and scared

(cf.

Book, Sadavoy and

Silver, 1978).

Linehan (1993)

described the borderline individual as the "psychological equivalent of a third-degree

burn patient” with "no emotional skin.” This

elicit

is

a powerful

greater compassion for the borderline patient.

Schwartz (1998) caution against being drawn

to

image and one

that

However, McIntyre and

one of two extremes, noting

therapists tend either to be overly sympathetic to borderline patients, viewing

weak and

in

need of love and "rescuing.” or overly harsh, viewing them as

manipulative and hostile and

in

need of

strict limits.

may

that

them

as

It

in

is

crucial that therapists be

working with

skillful

difficult patients

aware of potential countertransferential

(Welch, 2000); indeed,

management of countertransference

is

it

pitfalls

has been argued that the

the foundation of effective

psychotherapy and, by implication, a crucial determinant of positive treatment

&

outcome (Gelso
Rosenberger

&

Hayes, 2002; Gelso,

Hayes, 2002). There

is

Latts,

Gomez,

& Fassinger,

2002;

increasing evidence for the effectiveness of

treatment of difficult patients, including those with personality disorders; however,

few studies have directly assessed therapist behaviors
their relation to the quality of the alliance

in the

therapy relationship, and

and outcome (Benjamin

&

Karpiak, 2002).

Furthermore, no studies to date have addressed the degree to which therapists'

preconceptions about difficult patients might impact the therapeutic alliance and
therapy process.

It

prospective patient

is

conceivable that the awareness of potential difficulties with a

may

cause therapists

to

approach new relationships with

patients with an arsenal of preconceptions, causing

them

difficult

to unwittingly introduce

obstacles to the development of a strong alliance. For example, with a borderline

patient,

such obstacles

may

take the form of a controlling and defensive style or an

overly compliant approach so as not to

(Gabbard

&

wound

the patient or provoke notorious rage

Wilkinson, 1994). The therapeutic challenge

between these extremes: ”By setting
patient's harmful fantasy that

time, rigidity and coldness

you

limits,

really are

do not help

is

to find a

you eliminate feeding

balance

into the borderline

omnipotent and all-giving. At the same

the borderline assimilate the limit

any more

than cold, non-empathic parenting helps children separate and individuate” (Welch,

2000 ).
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Individuals with borderline pathology have volatile interpersonal

relationships,

many

and

this instability is likely to

be reflected in their relationships with

therapists, regardless of the therapists’

(Millon

&

own

conflicts or internal object worlds

Davis, 1996). Thus, the case of the borderline patient provides a good

illustration of objective countertransference in the sense that

most therapists would

have difficulty tolerating the acting-out behaviors such as rage, manipulativeness, and
attempts

at

boundary violation (Wheelis

& Gunderson,

1998).

The types of

countertransference reactions elicited by the acting-out behaviors of borderline

patients

may

include anxiety, anger, or frustration; those feelings

therapists to utilize defense

mechanisms

process (Hansen. 1997; Wheelis

that

may cause

have a negative impact on the therapy

& Gunderson.

1998). For example, in a study of

differential countertransference reactions of therapists to patients

diagnosed with

borderline personality disorder or major depression, McIntyre and Schwartz (1998)

found

that patients with borderline personality disorder

more dominant and
and detachment

hostile, thus

in therapists.

as significantly

evoking emotional reactions of mistrust,

hostility,

Similarly, in a study of the effects of patient diagnosis

on countertransference. Brody and Farber (1996) found
patients

were rated

that

was associated with negative countertransference;

work with borderline

specifically, therapists

reported feelings of frustration and anger, as well as a decreased tendency to like the

patients.

As

this brief

review

illustrates, the literature

on psychotherapy with borderline

patients provides strong support for the notion of objective countertransference and

describes similarities in the

way

different therapists respond to borderline patients.
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However,

does not account for the inevitable variability

this literature

in therapists'

subjective experiences of working with borderline patients based on their

own

experiences, unresolved conflicts, and personality styles. Individual differences in
therapists’ experiences of the borderline patient are likely rooted in factors such as

temperament and personality

models and unresolved

style, as well as therapists’

conflicts.

manage countertransference

By

implication, the

own

ways

in

early relationship

which

therapists

reactions will differ according to those dimensions as

well.

Accordingly, a definition of countertransference that emphasizes the mutuality

and intersubjectivity of the therapeutic relationship
subject of

managing countertransference with

that countertransference is partly

is

most useful

difficult patients.

determined by the

way

in

in

exploring the

Gabbard (2001) notes

which patient behaviors

activate aspects of the therapist’s internal object world, suggesting that therapists will

differ vis-a-vis the types of patients they find difficult. In addition, according to the

integrative definition of countertransference (Gelso

patients that are rooted in therapists’

and are more

difficult to

own

manage than

&

Hayes, 2002), reactions

to

conflicts require different courses of action

reactions that are purely attributable to

challenging client behaviors (Hayes, 2004). However, few studies have delved deeply
into the processes

by which therapists manage countertransference reactions

closely related to their

own

unresolved conflicts.

The Current

As
literature

that are

Project

elucidated in the preceding literature review, there

on countertransference and

its

is

a well-established

impact on therapeutic alliance (Gelso

15

&

Hayes, 2001, 2002; Gelso
2002; Rosenberger

and a growing

&

et al.,

Hayes, 2002; Spurling, 2003; Wheelis

literature

&

Gelso,

1998),

& Gelso,

2000; Gelso

&

Hayes, 2001, 2002;

Hayes, 2002). However, few authors have examined therapists’

subjective experiences of

their

& Gunderson,

&

on the relationship between countertransference and

treatment outcome (Friedman

Rosenberger

2002; Hayes, 2004; Kiesler, 2001; Ligiero

managing countertransference with

difficult patients

and

understanding of the impact of countertransference on alliance building and

psychotherapy process and outcome. Furthermore, the potential impact of therapist
preconceptions on alliance building and therapy process has yet to be addressed.
Specifically,

it

may be argued

that

countertransference reactions; that

preconceptions function in the same

is,

preconceptions

may

elicit

way

as

do

reactions in the

therapist based on past countertransference experiences before contact with the

patient

is

even established.

In other

words, negative preconceptions

for future countertransference reactions, thereby

may

set the

tone

undermining the development of a

therapeutic alliance and, by implication, a beneficial treatment outcome.

The aim of this

project

countertransference, the

their

work with

ways

was
in

difficult patients,

to

explore therapists’ subjective experiences of

which they negotiate and use countertransference
and

their understanding of the

in

impact of

countertransference on the development and maintenance of a therapeutic alliance.

The

project

1

.

was guided by

What

the following research questions:

types of patients do therapists experience as difficult and to what extent

do those

patients' characteristics relate to the therapist’s personal issues?
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2.

How

do therapists manage countertransference reactions

influenced by their

own

unresolved conflicts?

To what

that are heavily

extent are therapists’

narrative accounts of this process consistent with the five-factor

countertransference

management (Gelso

Wagoner, Gelso, Hayes,
3.

How

&

Diemer, 1991

do therapists understand

&

What preconceived

the impact of countertransference

how do

on the

difficult patients?

notions do therapists hold about the process and outcome

of psychotherapy with patients

and

Hayes, 2002; Hayes, 2004; Van

)?

development of a therapeutic alliance with
4.

model of

whom

they expect to be especially difficult,

such preconceptions relate to countertransference?
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CHAPTER

II

METHOD
Selection of Participants

Licensed psychologists
this project

at the

based on their

in

Massachusetts were recruited for participation

affiliation

University of Massachusetts

recommended by

faculty

at

in

with the doctoral program in clinical psychology

Amherst. Experienced clinicians

members and graduate

who were

students were contacted based on the

expectation that they would be willing to participate and speak openly about their
experiences. Individuals were contacted by phone or email; they were provided a
brief overview of the project, and

interview.

Of the

participants

12 therapists

met the inclusion

clinical practice per

I

were invited

two-hour

approached. 10 agreed to participate. All 10

criteria of: (1)

week, and

to participate in an in-depth

involvement

in at least 10

hours of

(2) an experience level of at least 10 years post-degree.

Pilot Interviews

During the preparation of the project proposal,
conducted with three members of the

clinical faculty.

pilot interviews

The

were

pilot interviews

had two

purposes: (1) to refine the semi-structured interview' guide, and (2) to collect

preliminary interview material to determine the viability of the project proposal. The
narratives and themes

from

pilot interviews closely paralleled those

formal interviews; however, pilot interviews were not included

in

obtained

in the

theme-based

analyses or interpretations, as two of the pilot interviewees had served as consultants

in the

development of the proposed

project.
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The Interviewees
The

final

sample of 10 psychologists included

five

men and

five

women.

Four are trained psychoanalysts; two have a Psy.D. degree; eight have a Ph.D.; nine
have degrees

in clinical

psychology, and one has a degree

Three have additional graduate degrees

in disciplines

in

counseling psychology.

other than psychology. Years of

experience range from 10 to 30. with an average of 21 years post-licensure.

clinical

All 10 therapists described their theoretical foundations as broadly psychodynamic.

Five therapists described their current working theoretical models as eclectic or

and techniques including biological,

integrative, incoiporating a range of theories

cognitive and behavioral approaches as well as hypnosis and

five therapists are

specific

predominantly psychodynamic

EMDR. The

in orientation

remaining

with a range of more

emphases, including object-relations theory, control-mastery theory, Neo-

Freudian theory, and interpersonal theory.

First-name pseudonyms have been assigned alphabetically with no deliberate
connection to the real names or characteristics of the individuals they represent.

first

names

for greater ease in writing about these individuals in a

them

to life

and does justice

chose the use of

way

that brings

therapists

who

I

to the

participated in this project are

all

depth of their narratives. The

licensed psychologists with doctoral

degrees, several years of clinical experience, and considerable expertise in their

respective clinical domains.

Adele
Adele has been a licensed psychologist for almost 20 years. She has worked
a range of clinical settings; however, she

is

in

currently in full-time private practice. She
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describes her theoretical orientation as psychodynamic, with a strong emphasis on

historical influences

and unconscious motivations. Recently, she has also begun

to

incorporate cognitive, physiological, and neurological perspectives in her approach to

case formulation. Adele sees adults with a wide range of psychological and

adjustment disorders in individual psychotherapy.
Brian
Brian has been a licensed psychologist for over 26 years. Part of his time

is

spent seeing adult patients in his private practice office (15 hours a week), and the

rest

of his time

is

divided between teaching and administrative responsibilities as a

professor in a graduate program in psychology. Brian approaches case

conceptualization and treatment from an object relations perspective.

Colin
Colin has been a licensed psychologist for 17 years.
per

week conducting

rest

of his time

is

He spends

15 to 22 hours

individual psychotherapy in a private practice setting, and the

spent teaching and supervising.

orientation as broadly psychoanalytic, and he

He

describes his theoretical

works with upper-middle

to upper-class

adult patients, including undergraduate and graduate students.

Dorothy
Dorothy, a licensed psychologist for

1

7 years,

works

solely in private practice,

averaging approximately 15 clinical hours per week. She works with patients ranging
in

age from

women

late

adolescence to

in their thirties.

late

adulthood; the majority of her patients tend to be

Dorothy characterizes her theoretical orientation
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as

psychoanalytic, specifically Neo-Freudian, and her clinical

by her interest

in transference,

work

is

strongly guided

countertransference, and unconscious process.

Eric

Eric

outpatient

was licensed

as a psychologist 10 years ago.

community mental

He

currently works in an

health center conducting psychotherapy with adults and

adolescents, and psychological evaluations with children and adolescents, for an

He

average of 10 to 15 clinical hours per week.
his specialty area of trauma,

and

is

also provides professional training in

actively involved in clinical supervision and

teaching. Eric describes his foundational theoretical orientation as psychodynamic;

however,

in his current practice

he employs an integrative/eclectic framework in case

conceptualization and intervention.

Frank
Frank

is

a psychoanalytically-oriented psychologist

independently for 29 years.

He works with

also has a specialty in couple therapy.

which

He

who

has been practicing

adults in individual psychotherapy, and he

is

currently in full-time private practice,

translates into about 25 patient hours per

caseload as predominantly high-functioning.

He

week. He describes his current
teaches and provides clinical

supervision as well.

Gillian

Gillian, a licensed psychologist for

practice, seeing patients for

activities include teaching
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to

29 years, maintains a full-time private

30 hours each week: her other professional

and writing. She describes her theoretical orientation as

primarily psychodynamic with a strong inteipersonal bent; however, her

21

work

is

also

informed by learning theory and the theory and techniques of Eye Movement
Desensitization and

Reprogramming (EMDR).

Gillian specializes in the treatment of

trauma and trauma-related disorders, including dissociative identity disorder.
Heather
Heather, a licensed psychologist for 17 years, maintains a full-time private
practice with adult patients.

She sees patients with a range of disorders, including

depression and anxiety, and has a special interest in treating patients with major

medical problems. Heather describes her theoretical orientation as eclectic,
incorporating psychodynamic, cognitive-behavioral and existential modalities into her

clinical

work. She

is

also trained in hypnosis and

EMDR.

Ingrid

Ingrid, a licensed psychologist for 14 years,

women, and

also sees several college students in her practice.

treatment of eating disorders and

psychodynamic, and

However,

in

works primarily with adult

women's

issues. Ingrid’s training

this perspective strongly influences

her clinical

work she

She specializes

in the

was

her formulation of cases.

integrates the techniques

and

strategies of a variety

of other theoretical orientations, particularly cognitive-behavioral, family systems,

and health psychology approaches. Ingrid maintains a private practice with 15

to

20

hours of direct patient contact per week.

Jeffrey

Jeffrey

in the court

is

a psychologist with

30 years of experience post-licensure. He works

system conducting evaluations with adult offenders, and maintains a

small private practice with adult patients.

He

describes his theoretical orientation as

psychodynamic/cognitive, and his work

is

strongly informed by control-mastery

theory.

The

Interview's

Individuals willing to participate in an in-depth interview were offered the

choice of meeting either in their

at the

own

offices or in the Psychological Services Center

University of Massachusetts Amherst.

One

therapist chose to

Psychological Services Center, three chose to meet

six

chose to meet

at their

at their

were conducted

at

the

homes, and the remaining

therapy offices. Interviews ranged

to three hours. Six interviews

meet

in

length from one hour

in single sessions: three

were

conducted during two sessions, scheduled approximately one week apart; and one

was conducted
one of the three

completed
after the

in

in three sessions,

that

two

with one-week intervals between each meeting. For

were conducted over two sessions, the formal interview was

sessions, but the therapist contacted

completion of the interview

to offer a

me

approximately two weeks

follow-up interview.

All participants signed a consent form (Appendix A).

nature of the research questions,

I

Given the exploratory

used a qualitative methodology involving an

in-

depth, semi-structured interview, using a sequence of open-ended questions to

generate an interactive dialogue (Appendix B). With 7 of the 10 therapists, the
interviews adhered closely to the semi-structured guide. For the remaining three, the

interview guide served as a general framework for discussion, but the interviews were
less structured.

While these interviews evolved more organically, and generated a

wealth of material that

I

had not anticipated

in

my

construction of the interview

guide, they also addressed the research questions. At the end of each interview,
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I

requested feedback from the participants, and asked permission to contact them again

if

necessary to explore additional themes that emerged in subsequent interviews or the

inteipretation of therapist narratives.

did not, in fact, contact any participants for

I

follow-up interviews: however, as noted above, one participant contacted

me

to offer

a follow-up interview based on his wish to share additional insights following the

conclusion of the formal interview.
Interpreting the Interviews

Stage

I:

Transcription

Interviews were audiotaped, and verbatim transcripts were prepared by myself

and two research associates. For reasons related

to confidentiality,

explicitly requested that the digital recordings

and transcripts from

not be shared with research associates or with

my

advisor.

two

participants

their interviews

To honor

their requests,

transcribed these interviews myself, and these two interviews were not reviewed or

coded by the research

associates.

Of

the 10 interviews,

1

transcribed seven and the

other three were transcribed by two research associates.

Stage

I

effort to

examined

II:

Generating Themes

therapist interviews

from a

an

clinical, narrative perspective in

understand what types of patients therapists experience as

difficult, the

extent to which the characteristics of those patients relate to the therapist's personal

issues,

how

therapists

influenced by their

manage countertransference

own

unresolved conflicts, and

reactions that are heavily

how

therapists understand the

impact of countertransference on the development of a therapeutic alliance with
difficult patients.
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I

I

conducted a qualitative thematic analysis of the interview transcripts by

reading and rereading each interview transcript, making note of

the

dominant themes

categories that

in

each interview. Next.

emerged across

I

generated a

participants. Finally,

I

list

my

of

examined

associations and

common themes

or

the interview

transcripts for content relevant to the five-factor theory of countertransference

management (VanWagoner, Gelso, Hayes.
instances in

which

&

therapists’ narratives about

Diemer, 1991), and made note of the

managing countertransference

reflected these five factors.

Stage

Two

III:

Comparing and Validating Themes

research associates independently reviewed the interview transcripts

(except for the two noted above) in order to extract themes and concepts consistent

with the research questions and relevant

literature.

Specifically, transcripts

were

reviewed for content relevant to the five-factor theory of countertransference

management (VanWagoner, Gelso, Hayes.
narratives

were not quantified

strictly

&

Diemer, 1991). While therapists’

according to the Countertransference Factors

Inventory (CFI), the theme-based analysis utilized the five factors related to
countertransference management.

The

therapist self-integration, (3) anxiety

five factors are: (1) therapist self-insight, (2)

management,

(4)

empathy, and

conceptualizing ability (refer to the literature review and Appendix

(5)

C

for a

description of these factors). Research associates assessed the content of interviews

for additional

themes

five-factor theory of

that

CT

may

not have been reflected in the research questions or the

management, and included those observations

feedback.
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in their

Stage IV: Finalizing

Themes and Categories

In the final stage of interpreting the interviews,

I

integrated

my

thematic

summaries with those prepared by the research associates and generated a
themes and categories organized according

final list

of

to the research questions.

Confidentiality

Participants

were informed of

their right to

withhold consent for the interview

tapes or transcripts to be shared without any penalty.

reviewed interview transcripts

in

Two research

associates

order to code themes, except in cases in which

participants did not grant permission for

anyone other than the researcher

to

have

access to interview tapes or transcripts. Digitally recorded interviews and transcripts

were numbered, and

all

identifying information

the interview tapes or transcripts

was removed

prior to the review of

by research associates or the Committee Chair.

In the final manuscript, the confidentiality of participants has

by limiting the amount of

detail presented,

been protected

and by excluding or otherwise masking

identifying information. Despite these limitations, care has been taken to preserve the

essence of the individual and the experiences that were discussed, and to ensure that

what

is

conveyed

is

true to that spirit.
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CHAPTER

III

THE DIFFICULT PATIENT

The Process of Analyzing Themes

As elucidated

the interview narratives.

by

therapists,

it

Method

in the

Given

section,

would be inaccurate

by more than one

conducted a theme-based analysis of

the range of diagnoses or difficult behaviors described

to suggest that

behavior constitutes a "theme,” as not
identified

I

therapist.

all

each diagnostic category or

of these diagnoses or behaviors were

Themes

are valuable in that they allow

some

generalization of aspects of therapists' narratives, even within the confines of a

qualitative project such as this.

However, since the concept of a “theme” necessarily

implies similarities or trends across several different narratives,

this

methodological model,

I

would run

if

I

adhered

the risk of omitting valuable information

yielded by these in-depth interviews. Thus, in the discussion that follows,
describe themes that

if

you

will, that

were described by some

more general

will first

larger,

some

if

not

all

of these personal themes

as well.
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I

will

therapists. This

does justice to the value of individual narratives and allows the possibility

sample been

I

emerged consistently across several interviews, and then

discuss personal themes,

the

strictly to

that,

had

may have emerged

as

The
The research questions

that

Difficult Patient

address

I

in this section

focus on the types of

patients that therapists experience as difficult, and the extent to

which

the

characteristics of those patients relate to the therapist's unique relational styles,

personal issues and experiences.

I

expected, based on the extant literature, that several

of the therapists interviewed would identify patients with personality disorders as

difficult

and

that,

while there might be consensus

among

therapists regarding the

characteristic features or behaviors of difficult patients, there

would

likely be

variability in the relevance of specific patient characteristics to therapists' personal

issues and experiences.

In the in-depth interviews several therapists

indeed identified patients with

personality disorders as difficult; however, few therapists related those difficulties to

their

own

unresolved issues or conflicts. This

countertransference with difficult patients
1997. Fonagy, 1998; Gabbard

1996) emphasizing a

(e.g.,

& Wilkinson,

totalistic (e.g.,

is

Gelso

&

consistent with

Bateman

some writing on

& Fonagy,

2003; Book,

2001; Laskowski, 2001; Millon

&

Davis,

Hayes, 2002; and Hayes, 2004) or

objective (Winnicott, 1949) definition of countertransference; that

is,

that the

defenses these patients employ and the ways they relate to other people, including the
therapist, are likely to elicit the

therapist's

own unresolved

same

issues.

reaction in

all

therapists, regardless of the

These different perspectives

greater detail in the discussion of difficult patients that follows.
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will be addressed in

Unpacking

••Difficulty”

Although some therapists described

difficulty in diagnostic terms, others

described difficulty in terms of patients’ behaviors and ways of relating.

The types of

patients described as difficult included those with severe personality disorders,

particularly borderline personality disorder, substance-related disorders, patients

challenge the boundaries of the therapeutic relationship and patients

who

who engage

in

high-risk behaviors. These characterizations mirrored those in the literature regarding

difficult patients. In addition, clinicians identified patients

with narcissistic and

schizoid features, eating disorders, and dissociative identity disorder as unusually

difficult or challenging.

In addition to these categorizations, clinicians described a range of behaviors

and characteristics

that

characteristics can be

make

patients difficult.

While many of these behaviors and

subsumed under diagnostic

limited in the degree to

labels, these labels are of course

which they describe the countertransference phenomena

related to these "difficulties.” Indeed, one of the primary goals of this project

was

to

better understand the nature of countertransference reactions to the types of patients

that therapists

experience as

difficult.

Accordingly, what follows

is

a discussion of the

types of patients that therapists experience as difficult, and the reasons

experience those patients as

difficult.

Given

categories account only minimally for the

patients in psychotherapy,

and

that neatly

why

they

packaged diagnostic

phenomenon of difficulty

that the difficulties described

w'ith

regard to

by therapists span not

only multiple diagnostic categories, but also attachment styles and relational styles,
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I

will present themes,

some of which do

some of which coincide with

existing diagnostic categories, and

not.

Diagnostic Categories associated with Difficulty
Personality Disorders

Several therapists identified patients with severe character pathology as

difficult,

both

in

terms of their behaviors and relational styles, as well as the inherent

resistance of people with personality disorders to change.

The

patients that therapists

described as most difficult were those with borderline, narcissistic and schizoid

features.

For example, when asked, ''What comes

to

patient’?” therapists' responses included: “...people

mind when

who have

I

say ‘difficult

severe

characterological problems, like people with borderline character pathology, and

people

who

are narcissistic and functioning at a borderline level” (Heather);

“...somebody

who

is

very hostile, and

who does

a lot of splitting, a lot of

behavior that potentially creates boundary problems, a

lot

“borderline personality disorder” (Dorothy); “patients

who

dramatic

of acting out;” (Colin);
present lots of boundary

violations” (Eric); "people with bad character” (Gillian); “patients with character

disorders and difficult attachment histories” (Ingrid); and "That’s not hard; borderline

personality disorder, for sure” (Jeffrey).

There were clear themes

in the

reasons

why

disordered patients as difficult and those themes

(classical)

and objective

(totalistic) definitions

therapists experience personality-

mapped onto both

of countertransference. In the former,

therapists’ reactions to patients with personality disorders are

unresolved conflicts (Gabbard. 2001; Gelso
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&

subjective

based on their

own

Hayes, 2002; and Hayes, 2004),

whereas the

would have similar negative reactions

latter posits that all therapists

personality-disordered patients, and that those reactions would be based

patients' behaviors

and ways of relating rather than the therapists'

(Gabbard, 2001; Gelso

&

own

to

more on

the

issues

Hayes, 2002: and Hayes, 2004). Several therapists also

described reactions that would be consistent with an integrative or intersubjective
definition of countertransference in

which they recognize

the complexity of the

marriage between the patient's universally countertransference-eliciting behaviors

and characteristics, and

their

own

(therapist's)

therapy encounter (Gabbard, 2001; Gelso

&

unique psychic contribution

to the

Hayes, 2002; and Hayes, 2004).

Borderline Personality Features

Seven therapists identified people with borderline pathology as inherently
difficult to

work

however, not
for

of these therapists identified borderline patients as the most difficult

them personally.

came
a

all

with, for reasons similar to those elucidated in the literature;

to

mind

When

in thinking

knowing smile and

later

asked specifically whether a particular diagnostic category

about difficult patients, several responded "borderline” with

acknowledged

that they

had assumed

that

some

curiosity

about therapists' experiences specifically with borderline patients was implicit in
question. Yet, three of the seven therapists

difficult also

who recognized

my

borderline patients as

described a certain level of comfort and satisfaction in their work with

these patients, describing

them as "interesting” and

lively,

ways, their energetic and often dramatic presentations are
than, for example, the avoidant or schizoid patient.
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and noting

somehow

As Colin

noted,

that, in

some

easier to tolerate

‘The borderline

you more involved because you're aware of your countertransference

patient will get

and

all

these amazing feelings start

and everything

else.

coming

out, the violent

But there’s a liveliness

to it...”

Even

ones and the difficult ones

so,

when asked

to

what

extent he likes to w'ork with borderline patients, Colin responded, “I don't. I've done

it,

but

I

won't do

it

again.”

When

why

asked

not,

he stated simply, “you either need to

be profoundly friendly with aggression, or don't go there.”

For the three therapists
difficult, the externalizing

who

explicitly identified borderline patients as

or acting-out behaviors that are so frequently a part of the

clinical picture with borderline patients

difficult.

were central

to

work

...the difficult behaviors, the acting out

accompany

specifically, the

several interviews

was

answer

is

theme

that

and the demandingness

someone with

and

all

it’s

really the borderline

are

two types of patients:

manifested by anger, rage, and boundary

when asked what came

Adele responded without

[sic]

was repeated again and again throughout

that of aggression, as

violations. For example,

he finds borderline

these people... I’ve had heroin addicts. I’ve

had various difficult other types of people, but
dynamics that I find so stressful. It's like there
borderlines and everybody else.

More

why

with:

these things that often

patient,”

what makes these patients so

For example. Jeffrey articulated the following about

patients so difficult to

most

hesitation.

to

mind when

I

said "difficult

"The most obvious and immediate

a florid borderline personality... particularly a person w'ho

expresses that angrily.” She went on to describe the powerful countertransference
feelings she experienced following an interaction with a patient in

the patient's request to

lie

to her insurance

company regarding

It

so happened that

it

the dates of treatment:

me and she wound up storming out
was my last appointment of the day.

[The patient] got furious with
office.

which she declined
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of
I

my

drove

was possessed with some terrible feeling. I couldn't stop
feeling awful and wretched and like I had done everything wrong even though
knew that wasn't true. Halfway home the thought popped into my head,
unbidden, “Thank god she’s out of me.’' And it felt like an exorcism. It felt

home

feeling like

I

I

had been inhabiting my consciousness had left. I thought,
“She’s out of me. I’m rid of her. Whew!’’ So, that’s how it felt to me from the
inside. This was the worst borderline person I had ever sat with. Ever. She
like

something

was

like a caricature.

that

There was a wide range in the personal relevance of the difficulty of working
with borderline patients

difficult, but the

among

the therapists

who

identified these patients as

theme of aggression was nevertheless present

most

in all these narratives.

Three therapists related their difficulties with borderline patients to aspects of past or
present relationships with their

own

parents, siblings or other family

members who

had characteristics or personality styles consistent with borderline personality
disorder.

These participants identified the

difficult interpersonal aspects of borderline

pathology, such as manipulativeness. rage, and boundary violations, as especially
relevant by virtue of their connection to such deeply seated relational issues.

Adele so aptly put

it,

"It feels

old and ancient and out of

my

As

control.”

Participants related the "difficult” characteristics of the borderline patient to

their increased level of risk.

and acknowledged that

it

Most of

the therapists

work

in private practice settings,

would be not only challenging, but

also inappropriate, to see

high-risk patients in a private practice setting due to these patients’ risk for self-harm,

frequent need for crisis intervention, and repeated attempts

Regarding the decision
“I

who

don’t have the setting to hold a patient like that. So.

this is

to

to accept or refer patients

going to be someone

who needs

a lot of time in

at

boundary

violation.

are self-injurious,

I

try to think

Adele

about whether

between sessions, who

be desperate in between sessions, because I’m not an appropriate person.”
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stated,

is

going

Several therapists

who

identified borderline patients as difficult cited reasons

related to the high-risk behaviors

enumerated above; however,

this

was

not a

universal theme. For example, Colin described the difficulties inherent in working

with patients with borderline personality disorder
feels that colleagues

That

is,

and others

terms of the degree to which he

in

in the profession of

psychology will not understand.

who you

because volatile patients are often "the ones

boards and places like

profession

that.. .if the

is

explicitly

way

by other

participants, but

we

make mistakes and do

you're in a highly volatile situation.” This

is a

at

licensing

not being sophisticated about

arrives at our door, the licensing boards and so forth, then

enactment, because clearly, you will

hear about

theme

was addressed

that

who

will play into the

stupid things, because

was

not articulated

implicitly in several interviews

of discussion about the inability to adequately contain borderline patients

by

in a

private practice setting. Colin also highlighted the need for a supportive infrastructure

both in terms of the patient's physical and psychological

to deal

with issues of

safety,

and the legal and ethical responsibilities associated with

risk,

an institution like [private residential treatment center]

assume

The

is

that:

”So

that’s

why

viable because they don't

therapists will be able to deal with this; instead the institution deals with

institution is

designed to deal with

it.

it.”

Narcissistic Personality Features

Another form of character pathology
interviews

was

that of narcissism.

that

was highlighted

in several

Three therapists identified patients with

features as difficult or challenging. For

two of those
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narcissistic

therapists, the difficulty related

to their

own

ability

and desire

connect with and be helpful to patients, and the

to

inability of patients with narcissistic personality features to

a

way

that

makes

that

engage

in relationships in

kind of connection possible. Colin articulated his difficulty

with such patients as follows:

People who need a tremendous amount of time encapsulated into themselves
and having you as background, or a stage for supporting them. People who
can't

make

them

use of interpretations, but instead experience

or intrusions.

So

in that

way

the task of the therapist ends

as disruptions

up being quite

different because your usual tools are not the ones you can use.

And

who require that I, the therapist, be deeply aware of
- needs for engagement and needs for
session
own
needs
during
the
my
feeling like a human being in reference to someone else, and needs for feeling
oftentimes these are folks

you look for to
get a sense of satisfaction from work.... Meaning that with some patients you
can really find your associative life to be quite helpful in terms of where the
therapy goes, and how you think about things, your thoughts, fantasies,
useful and therapeutic, that sort of thing: the kinds of things

memories, feelings and so

forth.

and useful for the treatment.
it's

really not the case.

about

my

It

Associations can be really quite informative

And

oftentimes with these folks I've found that

has gotten in the way. The fantasies tend to be more

restoring myself than they are in direct reference to repressed or

projected associative material or conscious material and
the story

is

more about

themselves and that
the other person.

parents

who were

these folks

my

in the

And

I

think that’s because

the patient keeping themselves together and restoring

process of doing that they don’t give anything to

in a similar

way

they oftentimes were self-objects for

also self-absorbed and self-centered.

And so I find that with
many good links

experience of myself has the quality of not

between what I'm feeling and what’s going on with them.
Frank expressed some skepticism about the usefulness of narcissism as a diagnostic
category, but echoed the feeling of being shut out and disconnected described by

Colin:

I

think '‘narcissistic” as a diagnostic idea carries a lot of countertransference

baggage. In other words,
narcissistic

maybe

it

may

when

the therapist

be accurate, but

this is revealing

it

about me, that

I

some

experiencing the patient as

experience a disconnect.

thinking narcissistic. I'm feeling not related
think

is

also suggests a kind of disconnect.

to.

And

When I’m
And I

not in contact with.

therapists probably can relate well to that; it’s

something they

know about and they have taught themselves about that issue in their own life,
how they don't make contact. It may be something that haven't theorized
I
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about myself as
contact and not

much and so I’m thinking more about the way I do make
about the way I don’t. But when I am saying narcissistic, I'm

feeling not related

to,

feeling shut out.

Heather related her difficulty with narcissistic patients, particularly with regard to
their sense

of entitlement, to her relationship with a parent

narcissistic.

whom

she described as

Notably, given the personal relevance of this difficulty, she emphasized

the importance of her

ongoing

efforts in her

characteristics to find a balance

work with

patients with these

between not colluding with the patient's narcissism,

while also not becoming impatient and rejecting. This will be discussed

at further

length in the chapter on managing countertransference.

Schizoid Personality Features

Two

therapists explicitly highlighted patients with schizoid personality

features as difficult

to

by virtue of the

inability of these individuals to relate to others or

form attachments. Ingrid expressed

this in

terms of her

relatedness: “I think schizoid issues are very difficult.

distance and

still

a connection

is

really hard.

understand the schizoid experience;

it’s

experience, the dependent experience;

different periods in

my

life.

I

The schizoid

I

those things

I

The

capacity for

nature of finding optimal

tend to be very related and

novel to me.

all

own

I

don’t

understand the borderline

I

can make reference to during

can’t. It’s so foreign to

me.”

Brian articulated a similar difficulty in working with individuals with schizoid

features,

and described the experience of “...trying

and struggling against the tendency

to

to stay

become sleepy

these patients. Brian also described the difficulty of
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awake with dead

material,”

or bored during sessions with

working with patients with

schizoid features vis-a-vis the need for him, as the therapist, to “translate" in his

with certain patients, due to their "lack of capacity

to

work

communicate unconsciously

and maintain a therapeutic alliance or some kind of observational ego."
Substance-Related Disorders
Patients

who

are actively abusing or

by three participants as

difficult.

It

dependent on substances were identified

should be noted, however, that issues of

“difficulty” related to substance abuse

were

cited

by

three therapists in the context

all

of the question regarding factors that inform their decisions to accept or refer patients,

what types of patients these

rather than spontaneous responses to the question of

therapists experience as “difficult.”

The primary reason

would

refer patients with substance abuse

setting

was

related to the issue of

problems

therapists cited for

why

they

to another provider or treatment

competence and also

to the fact that

they had not

received specialized training in treating substance abuse disorders, and therefore

felt

an ethical obligation to refer those patients elsewhere. The other reason that emerged
in all three interviews

was

example, Gillian noted

the notion of substance abuse as an obstacle to therapy. For

that, for her, the

undermines or even precludes

degree to which the use of substances

efforts to address the relevant issues in

makes these

is

a major factor in what

it

well nigh impossible to get to the material

get in the

to

way and

so

“The use of substances makes

patients difficult:

you can’t get any

we need

to

be looking

traction.” Gillian also

which individuals with substance abuse problems

accountable, and the extent to which that also makes
therapy.
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fail to

it

psychotherapy

at.

The drug can

spoke about the degree

hold themselves

difficult to “get traction” in

Dissociative Disorders

Three therapists noted the difficulty of working with patients with dissociative
disorders, specifically dissociative identity disorder (DID). Heather spoke about this

less in terms

of diagnostic difficulty or the personal relevance of dissociative

symptoms, and more

in the context of the reasons that

patient to another provider.

treating this

She emphasized

would prompt her

to refer a

the importance of specialized training in

complex trauma-related disorder and indicated

ethically obligated to refer the patient to a provider

who

would

that she

feel

specializes in the treatment

of DID. Eric listed dissociation as one of several symptoms that he labeled as

"difficult”

because of the degree

to

which those symptoms compromise the

patient's

safety.

Gillian has several patients in her caseload

she feels able to

them as

work

who meet

quite difficult, and she articulated several reasons

DID

present with

harm

how complicated and

to deal

anxiety-provoking

it

can be

a private practice setting. Gillian also described

why.

On

a practical level,

symptoms and problems

increase their risk for self-harm, victimization, or

DID

DID. While

effectively with these patients, she nevertheless experiences

Gillian noted that patients with

with

criteria for

to others,

that

and she described

with those types of issues in

becoming

frustrated

when

patients

"use their ego states or their alternate personalities to avoid considering

traumatic material or to avoid their

accountability, or lack thereof,

own

affect.'*

which was

This again relates to the theme of

central to Gillian's narrative about

countertransference and the types of patients that she finds difficult.
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Gillian highlighted the

ways

in

which patients with DID use primitive

defenses, particularly projective identification, and

how

frustrating

and

difficult that

can be for the therapist:
Projective identification can be difficult to pick up on until

you know your

you have been through a couple of rounds of that projective
identification. With projective identification, you really get pulled through
knotholes emotionally and so you have to be watching for that all the time,
and it's very subtle. With DID patients, the alter ego states serve a variety of
functions, and sometimes the function they serve is to keep the different sides
of an internal conflict separate. And so sometimes, with projective
identification, these patients take half of the conflict, project it onto me, and
argue with themselves. So then I find myself in an argument with someone,

patient and

which

is

absolutely not useful.

Gillian also identified the tendency of patients with

transferences toward the therapist, and

manage

how

DID

difficult

it

to

is to

develop and enact sadistic
experience, tolerate, and

the associated countertransference reactions:

Individuals develop

DID

because of early repetitive trauma, and most of the

time they have been abused by somebody in the family. Whether the abuse

meets formal

criteria for

sadism or

not.

most of the time the child experiences

the perpetrator as sadistic, and they will enact a sadistic transference towards
the therapist that
it

is

happening

That dread

is

is

very hard to deal with.

when

is a real

I

suddenly

signal to

start to

It

can be subtle and the

way

I

know

dread meeting with that person.

me.

Gillian described her recognition of that dread as “an internal crisis,”

and she

characterized that crisis as the signal of a critical turning point in a therapy by

providing an opportunity to take stock of her countertransference reactions, to work

through those reactions, and to reconnect with the patient

There

is

much more

to

to countertransference,

be said about such turning points

and

I

work with

in

way

that is therapeutic.

therapy and their relation

will return to this in greater depth in

discussion of the ways in which therapists

their

in a

Chapter IV

in

manage and use countertransference

difficult patients.
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my
in

Symptoms and Behaviors

Patients with Difficult

Several therapists described difficulty in terms of patient behaviors, ranging

from self-harming and other high-risk behaviors

to patients’

defensive styles and

maladaptive ways of relating to the therapist and other people
Patients

Who

Engage

in

High-Risk Behaviors

Five therapists identified patients

difficult

in their lives.

who engage

because of the threats these behaviors pose

in high-risk

behaviors as

The most

to the patients’ safety.

frequently cited examples of high-risk behaviors included self-injurious and

parasuicidal behavior, suicide attempts, and high-risk sexual behavior.

noteworthy

that,

while therapists

who

talked about the difficulty of working with

patients with high-risk behaviors did not necessarily relate

borderline personality disorder, there

narratives in these

two

was

them

a great deal of overlap

areas. Specifically, therapists

to a diagnosis of

between

more comprehensive system of care

harm and therefore more

for patients

who

likely to present in crisis.

patient like that.

lot

I

try to think

about whether

of time in between sessions and

because

if that is

the case,

who

is

I

this is

and the need for

are at increased risk for self-

With regard

accept or refer such patients. Adele noted, “I think about

whether a person might be self-injurious, because

therapists’

emphasized the same issues of

the inability to “hold” high-risk patients in a private practice setting,

a

It is

how

to the decision to

safe a person might be.

don't have the setting to hold a

going

to

be someone

going to be desperate

in

who

needs a

between sessions,

I'm not an appropriate therapist.”

Eric articulated his sense of difficulty in terms of

patient's safety, as well as behaviors that are

40

more subtly

symptoms

that threaten the

self-destructive: ’’The

-

toughest ones are suicide, self-injury, dissociation, high-risk sexual behavior

behaviors where there

more

is

real threat to the patient’s well-being.

subtle difficulties with patients

who engage

in other

But there are also the

kinds of self-destructive

behaviors like losing jobs and getting into interpersonal conflicts with other people

very entrenched and difficult to manage.”

that are

Ingrid emphasized the issue of safety

psychiatric safety”

domains

which

in

-

in

- "physical

safety, medical safety

her discussion of difficult patients, and she highlighted three

safety can be

compromised:

suicidal ideation and/or behavior,

domestic violence and eating disorders. Ingrid’s concerns with regard
are suicidal or

in that she

who engage

in parasuicidal

to patients

who

behaviors echoed those of other therapists

emphasized the challenges of "holding” these patients

weekly psychotherapy

and

in a private practice setting.

in

once or twice-

Concerning patients

who

are the

victims of domestic abuse, Ingrid expressed concerns both for the patient’s safety and

her

own

safety:

working with many mid-life women going through divorces with volatile
husbands, I find myself being worried that the husbands are going to come
here, and part of that is bearing the anxiety that is in the room because of
whatever threat of violence the patient feels. So. making sure this place is safe
and I am safe, those are some of the core experiences in order for me to be
free to do my work.
In

Ingrid noted that, even though she has years of specialized training and clinical

experience in the treatment of eating disorders, she
patients she accepts into her private practice

is

careful to limit the

who have

number of

acute eating disorders. She

described patients with eating disorders as particularly challenging because of the

medical risks associated with their behaviors, and because of the amount of collateral
contact that

is

needed

to

provide adequately integrated care for these patients:
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With eating disorder patients, the medical safety can be so tenuous and a lot of
the work is with their primary care physician or to make sure, if the woman is
anorexic, that she is being weighed weekly, and if she’s bulimic, that her
electrolytes are okay. Knowing that someone who is really seriously ill could
have a heart attack between sessions and die is something that I just have to
bear, because

it’s

And

the nature of the work.

Another aspect of difficulty with regard

it’s

very difficult work.

to patients’ safety

involves the

likelihood of patients presenting in crisis, and the degree to which therapists feel able

and willing

to

manage

crises in the context of solo practice. Again, this has to

by Brian

the notion of ’’holding,” as illustrated

his decision to accept or refer patients

Everybody experiences

in his discussion

whom he

do not have

of factors that inform

expects will be difficult:

internal crises, but the issue

out in crisis because they

do with

is

with patients

the capacity to act in.

I

who

act

don't want to

have patients with acting-out crises that will occur outside of the therapy.

Those people

will

receptionist,

just don't

on.

I

still

I

need a certain kind of hold and,

like to take

to myself, but

have

that kind of capacity.

on someone

that

probably not somebody

I

in private practice with

I’m not

set

up

no

to take that

think might be difficult as a challenge

who

is

likely to act out in times of

crisis.

Patients

who

More

who

are

Disconnected from Affect

than one therapist described the difficulty they experience with patients

are affectively disconnected

by virtue of the deliberate or unconscious avoidance

of affect or an unwillingness or inability to be introspective. Dorothy described the

following with regard to what

made her work with one

patient particularly difficult:

She was very angry and very anxious and I felt like she was dissociated from
her own aggression. She always smiled when she was talking, which was very
hard for me. There are certain people who are really afraid of listening to their
own thoughts and who are leaning on me and on the conversation to figure out
what to say, looking for cues from me and trying very hard to keep things
light and sociable. And I find that very difficult; people who don’t want to
introspect and w ho find silence painful: people who are accustomed to talking
only in the most conversational mode. They're not used to talking for the sake
of figuring out what they think. It's a relational issue, and what’s hard for me
is how you help somebody settle down and become interested in their inner
r
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what they’re trying to get away from... So, for me, the
difficulty that I cope with every day is patients who have the tendency not to
want to look w’ithin and who are looking to me for what they should say next.
lives

when

And most

that’s

of the people

I

see are not interested in introspecting.

interested in getting rid of certain

And

so

I

have

as to help with

problems. But

work within

to

symptoms and

their

find that

to

you can’t do

do

get rid of

-

are

solving certain problems.

frame of reference and work

whatever they come
I

They
in

such a way

symptoms and solve

that very well without discovering

you have that are quite unconscious. So
balance between those two things.

it's

conflicts

always an interesting

Gillian discussed the avoidance of affect in the context of dissociation and the

As

use of different ego states or alternate personalities to avoid painful material.

noted earlier in the section on dissociative disorders, Gillian’s difficulty with the

avoidance of affect
to her

own
I

is

related primarily to the issue of accountability.

She related

this

values, based both on her upbringing and on her early clinical work:

think

my

issue with accountability that

comes

out of

my own

upbringing

a

is

sense of the importance of stepping up to the plate and doing what you can.

Not being
also

perfect, but trying. That is very important for

me.

I

some of

think

it

comes from doing work with incestuously abused people early in my
I remember being struck by the invidious position of young children

career.

who were being

sexually abused by their attachment figures and the

And

unfairness of that.

so that

work

started to build

up

my

sense of the

differences between adults and children, the accountability of adults, the
obligation of adults to take care of children, and the children's inherent

entitlement to be cared for.
in

my

childhood;

I

I

don't feel as though

I

was myself treated

haven't had those experiences, so

personal backlog of experiences.

what some children had had
by the adults.

It

was more

to deal with.

I

it

unfairly

wasn't out of a

a sense of just being appalled at

mean, they were so overmatched

Eric highlighted the difficulty he experiences with patients

who have

a lot of

unexpressed feelings, particularly rage:
Patients

who have

very isolated affect and can't talk about feelings

difficult in that they're

often feel sleepy
affect is very far

also

kind of boring and

I

at all

are

have trouble staying engaged.

I

when I work with them. Those tend to be patients with whom
away and it’s hard to engage them around feelings at all. I

have a hard time with patients

unexpressed anger.

It's

who have a lot
when

especially difficult
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I

of unexpressed rage or

can sense that there’s some

sort of
is

anger

acting

it

talk about
directly,
I

in the

room, that

it

is in

some way about me, and

out in different kinds of ways, but
it

with them because

and so

it

it's

gets played out

get frustrated with

it

that the patient

can never figure out

I

how

to

too scary or too dangerous to talk about

and acted out and so

I

feel

it

all

the time

and

being unspoken. Sometimes there are moments in

therapy with these types of patients where you feel this kind of
off inside your gut that gives

you some sense of

A-bomb going

the unexpressed rage that gets

deposited in you. Those are the kind of situations that

I

find the hardest.

Notably, Eric’s narrative parallels Gillian's description of the feelings elicited in her

work with

patients with dissociative identity disorder

identification to disconnect

from

their

own

who

use projective

internal distress.

Preparing for Psychotherapy with Difficult Patients

A secondary,

exploratory line of inquiry for this project examined therapists’

preconceptions about patients

whom

they expect will be difficult, and the impact of

those preconceptions on: (1) therapists’ decisions regarding initiating psychotherapy

with patients

whom

they expect will be difficult. (2) ways in which therapists might

prepare themselves to work with those patients, and (3) the development of an
alliance with those patients.

Therapists were questioned about early cues that might alert them to the

potential “difficulty’' of particular patients, the

ways

in

which those early cues might

inform their decisions to accept or refer those patients and.
patients into their practice, the

ways

in

if

they accept those

which they go about preparing,

either prior to

the initiation of therapy or prior to each session.

The Proverbial Red

Flag: Behavioral Indicators of Potential Difficulty

Therapists identified several cues in their early interactions with potential

patients that served as “red flags” or indicators that those potential patients might be

difficult.

For some therapists, these early cues were uniquely relevant to their
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descriptions of the types of patients that are difficult for them personally. However,
despite the range in the types of patients that therapists identified as difficult, the

majority of the early cues of difficulty described by therapists reflected the behaviors

and characteristics consistent with borderline pathology. This likely speaks
totalistic

to the

or objective definition of countertransference reflected in the literature on

borderline patients that suggests that these patients are likely to elicit similar reactions

from

therapists, regardless of the therapists’

unresolved conflicts (Bateman

& Fonagy,

own

histories, personality styles, or

2003; Fonagy, 1998; Gabbard

Wilkinson, 2001; Laskowski, 2001; Millon

&

&

Davis, 1996). Although the concept of

rescue fantasies on the part of therapists working with borderline patients

documented

in the literature

did not emerge in

my

(McIntyre and Schwartz, 1998; Welch, 2000),

interviews with therapists. Notably, the therapists

participated in this project have several years of clinical experience,

account,

at least in part,

it

this

theme

who

which might

for their ability to divest themselves of the alluring idealized

transference of the borderline patient, being well aware that

away. Alternatively,

well-

is

may

its

converse

is

never far

be that therapists less readily identified so-called positive

countertransference reactions because the interview questions explicitly elicited

experiences related to negative countertransference reactions.
Several therapists described cues suggestive of difficulty as early as the

phone

call

patients

initial

with a prospective patient. Examples of overt cues of difficulty included

who

described themselves as difficult and disclosed histories of externalizing

behaviors, unsupportive and unstable relationships, numerous hospitalizations and

self-harming behaviors, and problems with substance abuse. Another
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common theme

was

that of patients

who

directly or indirectly while idealizing the prospective therapist

example,

‘‘I

have heard

Attempts

at

that

you

this,

calling

by saying, for

common

theme. There

including being intrusive and wanting to ask

personal questions of the therapist during the

interrupting the therapist,

they devalue

are the best therapist in this area.”

boundary violations emerged as another

were overt examples of

whom

report a history of multiple providers,

making

it

initial

phone

call,

difficult for the therapist to

many

continually

end the phone

back multiple times. For example, Brian described feeling, during the

consultation session, as

if

he

is

call,

or

initial

“invited unconsciously to participate in acting out by

extending sessions or having extra-session contact.”
Relatively

more

subtle inteipersonal cues of potential difficulty include a

sense of entitlement, as illustrated, for example, by a patient refusing to take
responsibility for calling the insurance

company; or becoming angry or distressed

the prospective therapist did not return their initial

the therapist feels the

phone

call

phone

was returned within

did not offer an appointment soon enough.

Two

call

“soon enough” - even

a reasonable period of time

therapists noted that,

inform patients that their earliest available appointment will be
patients' responses to this

may

that

in

if

- or

when they

two or three weeks,

reveal something about their sense of entitlement, as

well as their level of risk or the likelihood that they will present in crisis. According

to Jeffrey,

...the inability to tolerate

waiting for an appointment indicates a certain crisis

two or three weeks is one way of
much of a capacity for delay. It might
but when you’re in solo practice and you

orientation, so offering an appointment in

screening out people that do not have
not sound morally correct to

don't have a
to be

more

lot

do

that,

of resources, like a receptionist to take phone calls, you have

careful of

what you take on.
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Jeffrey added that, despite the potential value of early cues,

do not exhibit

difficult

many

borderline patients

behaviors until a few sessions into the therapy:

With borderline patients, I don't think you start to see this stuff until they are
beginning to form an attachment with you. The acting out and the
demandingness that often accompany these patients are not necessarily
apparent the first or second time you talk to them. In my experience, it is only
when they begin to start developing fantasies about what you’re going to be
for them that you start to see the borderline dynamics.

Two

therapists observed the inherent difficulty of

working with patients who

are highly ambivalent about therapy, and the early cues that might suggest difficulty

engaging and establishing an alliance. Dorothy mentioned
to say that s/he

that a patient calling

back

cannot remember the mutually agreed-upon appointment time or

directions to the therapy office might indicate "resistance, ambivalence, or a tendency

toward self-sabotaging behavior.” Heather echoed
their

schedule

is,

this

and offer a number of appointments

theme: "If

that

ask them what

I

would match

their

schedule, and none of those times seems to work, that could be a cue that they’re

highly ambivalent about therapy. That could

When

asked about early cues

that

mean they

are a difficult patient.”

might suggest difficulty,

all

therapists

described patients' behaviors. However, Colin and Brian also emphasized the

importance of countertransference and the ways in which their
provides cues as to

how

difficult a prospective patient

might

own

be.

reactions might

For example,

in

discussing the difficulties of working with narcissistic patients, Colin noted the

following about his

own

countertransference reactions: "I might be regarded as

significant to the patient because they see

regarded as a person.

I

me

as having all the powers, but

I

don’t feel

experience myself as being a kind of extension or being used.
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and also

that

my

input

to

is

experience of attempts

at

space” that precludes his

be tolerated

at best.”

boundary violation

Brian described his subjective

as the absence or collapse of “psychic

ability, as the therapist, to

maintain an optimally therapeutic

psychic distance from the patient:

What

is

diagnostic for

space between

and also

to

me and

me

be associative.

the texture and our

whether

is

I

can have

my own

psychic space or

The psychic space allows me
do think we learn a good bit about

the other.

own

I

to

be myself

the

mood and

self-experiencing about what that patient’s psychic

some ways,

I think of myself as a finely-tuned instrument
upon and my two barometers are if I am holding my
breath a lot or if my stomach is tight. So if I feel that the space is collapsed if I am pressed into problem-solving, into being more rigid, if I feel anxious
and I can’t be in an associative place - then have to ask myself how hard I
want to work to achieve that and whether I would be a good match for that

vibe

is all

about. In

that is being played

I

person.

The Decision

to

Accept or Refer the Potentially Difficult Patient

Therapists were asked about the factors that inform their decisions to accept or

refer potentially difficult patients,

and the role of early cues or “red flags”

in the

decision-making process. Several therapists explicitly distinguished the types of cues
that they

first,

might notice

in

an

initial

phone encounter from those

that

might emerge

in a

second, or third session and, in general, therapists indicated that they are not

likely to refer a patient based

their first impressions

on early cues

have often proved

in

an

initial

phone encounter given

to be inaccurate.

that

For example, Dorothy

noted:

I

tend to see the patient

if

we

are able to

work out

a time because, for

one

I know I can be wrong about people, and it’s amazing how telling
someone’s telephone behavior can seem to be and then in person a person is
so much more than that. It often strikes me what I thought knew turns out to
be not enough. Someone I would think I wouldn't want to see, I would turn
out to want to see.

thing,

I
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Frank

stated:

I

used to write

made

an impression after the phone contact and after a while

down

a practice of

to note almost invariably

it

impression was and

be borne out by the

how my
first

The

inaccurate

my

I

first

about the phone contact wasn't going to

intuition

session.

how

first

session

is

family

life

a

whole other

thing; that

usually tremendously revealing.

is

Ingrid noted:

Certain times,

if

are impinging

on

I

have other things

my

patients,

summary,

even

if

my

work, then that’s not a time that

I'm very careful to try to regulate

In

in

that.

I

therapists indicated that they

was

I

outside

life that

take difficult patients.
I

would very

that those patients

would consider

my

can’t always, but

three therapists indicated that they

their initial impression

or

try.

rarely refer

would be

difficult. Six

referring patients for a range of reasons,

including the inability to adequately contain high-risk patients in a private practice

setting, lack

of expertise in treating substance-related disorders, awareness of the

importance of limiting the number of high-risk patients in their caseload

at a

given

time, and whether they felt that they had something to offer the patient.

Preconceptions about Difficult Patients: Implications for Establishing an Alliance
In order to try to further understand

early, alliance-building

in

therapists indicated that they

guide the therapy with their
prepares for a

first

own

patients

make

who

difficulty in the initial referral

expections. For instance,

phone

fallibility

they anticipate will be difficult.

a deliberate effort not to prepare, so as not to

meeting with a patient with

Dorothy regarding the

preconceptions might influence the

phase of treatment, therapists were asked to describe the ways

which they prepare for work with

Two

how

of

call.

first

whom

when asked how

she

she noticed cues of potential

Adele echoed the sentiments of Frank and

impressions:
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I

don’t [prepare].

so that

what

I’ll

my

I'll

remember

make

a note on

impressions were, but

experience, that

I

feel

Sometimes

lot

I

call

and

remember what

have found

I’ll

review the notes

the issues

through so

that,

were and

many

years of

confident about being able to find a

wouldn’t decide what

the impression

I

I

to

do

until

I

way

meet them.

to

I

of preconceived ideas about what's going to be necessary.

when

different than the information

some cases

I

much more

work with most people.
don't want a

my phone

the notes so that

I

don’t need to screen out.

Four therapists acknowledged

room with me

they are in the

got on the phone.
I

that they

So

wait until the

do prepare

may be

I

first

quite

session.

in different

that they expect will be difficult. Eric indicated that he begins

is

screening out

ways

for cases

each new case with a

three-session consultation, and he frames this as an evaluation period during which he

and the patient together determine the goodness of fit. Heather described a
preparation process in which she reads material relevant to the

new

case and consults

with colleagues. With regard to her preparation, Ingrid noted:

Sometimes
even use

I

think of the

with

that

my

image of fastening

my

seatbelt

and sometimes

patient: “It seenis like we’re really

fasten our seatbelts for this piece of time.”

recognition by the patient:

“Oh

And

I’ll

going to need to

almost always there's a

yeah, you’re right. I’m driving too

fast,

so

you're going to keep this safe; you're going to keep us safe.”

how

Colin described

narcissistic patients,

I

try not to

because

I

past experience informs his preparation for

whom he

experiences as especially

schedule them late

in the day.

I

tend to get tired in the afternoon.

patients late in the

difficult:

don't see
I

work with

many people

after lunch

actually stopped scheduling

day about 7 or 8 years ago anyhow, but

I

think part of that

was because of some of the folks that was seeing. I realized that I was seeing
quite a number of people who were quite emotionally cut off in significant
ways, and that it was very' easy to drift and subsequently to fall asleep. They
weren't manic enough or hysteric enough - those are folks who can keep you
I

myself know ahead of time that this is not going to be a
period of time where I am going to find myself enjoying my associations all
that much... .So in terms of preparation,
really do go into sessions with those
riveted.

I

also

let

I

Of course, it’s important to
why don't have a great sense of expectation and what that means
about me and that patient, but for me part of my preparation is to remind
myself who I'm going to be sitting with and to not feel too guilty about a lack

patients with a lowered sense of expectation.

analyze

I
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myself

in

if

of myself

Most

I'm not the kind of therapist with that patient that
and that I tend to enjoy more.

I

usually think

as being,

therapists

acknowledged

that preconceptions,

and preparation for

potentially difficult cases based

on those preconceptions, can be both beneficial and

detrimental to the alliance. That

is,

information in

much

the

same way

preconceptions can provide valuable clinical
that countertransference can;

countertransference, preconceptions that are not understood or

detrimental to the alliance and treatment process.

however, as with

managed might be

The following excerpt from Brian's

interview captures this well:

There are two kind of preparing. One is preparing out of some anxiety or fear
that I have or something that is getting stirred up. And that’s different than the
kind of preparing that I do to make sure that I'm breathing, that I've had my

and I’m ready to open my door. If
So I guess there’s a kind of
preparation in that too. but it’s not the preparation where I am preoccupied
with something. If I'm spending too much time on internal observing,
preparing, reflecting on myself, or if I am overly watchful, then I don't have
that energy and space available to be played upon by the patient. And
preparing might actually fill me with fixed ideas, constructions, if you will. If
I’m having reactions and can just let them go and receive them and then use
those reactions as pail of understood countertransference, that’s one thing. But
if
am preoccupied with my own anxieties and fears about the patient, then it
walk, that

I

have looked out

my window

have done those things. I'm ready

I

to receive.

I

I

means

in

some sense

that the relationship has disappeared.

In this discussion about

how

preconceptions about difficult patients inform his

preparation for those cases. Brian relates preconceived notions of the patient to

countertransference. Several therapists related preconceptions about difficult patients

to countertransference,

same way

may

that they

and emphasized the need to manage preconceptions

manage

in the

countertransference. This suggests that preconceptions

be conceptually related to countertransference. However, given that questions

about preconceptions were posed within the broader context of an inquiry into
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countertransference,

draw

this parallel.

it

is

possible that therapists

may have been

Thus, conclusions with regard to

how

primed,

if

you

will, to

preconceptions related to

countertransference should be drawn cautiously pending further research in this area.
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CHAPTER

IV

COUNTERTRANSFERENCE AND THE THERAPEUTIC ALLIANCE

Setting the Stage:

In

Toward an

Integrative Definition of Countertransference

order to create a context for therapists' narratives about managing

countertransference.

asked therapists to share their working definitions of

I

complex concept. Nine

therapists defined countertransference as a

comprised of different combinations of reactions

phenomena unique

with a general trend

among

to

patient

own

unresolved conflicts; and

each therapeutic dyad. This definition

clinicians and theorists

countertransference as a ‘‘jointly created

from both

with

my

phenomenon

that involves contributions

and clinician.” (Gabbard. 2001).

work

to

by something

history,

consistent

is

toward a broader view of

Adele defined countertransference as “The feelings
the client or

dynamic concept

to patients’ transferences,

personality characteristics and behaviors; therapists’

interactional

this

who

I

that

I

am, what

misread

I

in a client, that

I

evoked

in

me by

usually has something to do

deal with easily and what

manage and contain within myself in

enter into the therapy and so that

that are

I

don’t, that

I

the therapeutic space so that

can be as objective as possible with the

have

it

to

does not

client.”

Colin highlighted the usefulness of what he termed the objective and subjective
aspects of countertransference, but he emphasized the centrality of the intersubjective
aspect;

The objective component of countertransference

is

based on things

that the

patient evokes, regardless of the person of the therapist; the subjective

component
area where

is

my

the

transference towards the patient; and then there

two

are

combined.

It is
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is

the

murky

about the intersubjective experience of

and the meeting of the two psychologies, and if it is a true
meeting, both will be changed by it. It’s not the patient, and it’s not the
therapist. It’s something that really can only exist between two people. So
the relationship

intersubjective experience of the relationship]

analysis in

becomes

[the

the object of the

some ways because it’s something that’s new. But it's made out of
new mix. So. in other words, I think of intersubjective

old pails as well as the

countertransference as being based on

time and what

we

thinking about

it

my

experience of this person

are both living together.

that truly

And

new developments

I

think

it’s

at this

out of that

way of

occur.

Brian defined countertransference in terms of the therapist as an instrument:

The idea of being able
to receive things,

and

be played upon so that unconsciously, I'm in a place
have experiences and associations about them. The

to

to

I'm most interested in has to do with unconscious communication,
where through my own self-experience - my own countertransference - the
work of the therapy can even start. I notice my associations and I wait to see if
they are unique to a particular person or if I am having those associations with
all my patients, because then it may be something about me. This relates to the
concept of therapist neutrality. Because I’m very much alive with my
associations. I'm not neutral and I have my own history that is being played
upon. How do I make the distinction? I think I have to be well enough
analyzed and conscientious about my own process.
part that

Brian’s definition highlighted the unconscious aspect of countertransference in his

description of the therapist’s use of associations. Dorothy’s narrative built on this as

she pondered the distinction between conscious and unconscious countertransference:

I

believe that, as [a therapist], everything that you’re thinking

countertransferential.
get

little

glimpses of

And you
it. I

can't see most of

what

think that most of the time,

is

is

going on; you only

when we

talk about

countertransference, we're talking about our conscious countertransference
feelings that have to

do directly with things that the patient is doing or the
things that the patient is stirring up in us. But then there is the unconscious
transference and the associations we have, and I think that it is very hard to
get to that level.

Eric's definition of countertransference

process of countertransference management:
somatic, that

we have

other words,

when you

in reaction to clients

is

multi-tiered and incoiporates the

"Any

responses, cognitive, affective,

and the reaction

to those reactions. In

find yourself feeling angry, or turned on, or tired, or bored.
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how do you defend

against those reactions?

So

is

it

on two

levels:

your

initial

reactions and then what you do with those reactions.”

Frank's notion of countertransference was distinct from those of the other
therapists in that he defined countertransference

more

as an objective

phenomenon

based on patients’ behaviors and characteristics, thus deemphasizing the potential
contribution of his

own

experiences and unresolved conflicts. This definition of

countertransference has been referred to as a contemporary' Kleinian perspective of
countertransference, where the therapist’s reactions are understood to be the result of
projective identification on the part of the patient (Gabbard, 2001). For example, in

my

response to

question regarding what kinds of patients he experiences as difficult,

Frank replied:

The way I’m

make

it

interpreting your question

hard for

me

to

work with

is:

what

difficulties

do

a particular kind of patient?

I

have

And

that

the

way

I

want to answer that question has to do with who the person is, and in a sense
any average expectable therapist would have that kind of problem with such a
patient. If your question is more about countertransference in the oldfashioned sense, that is, what I have character issues with, I have a hard time
answering it. Maybe it’s a blind spot, because I end up locating it in the
patient.

Frank

later

added the following

to his definition of countertransference:

In the broad sense of countertransference, the therapist’s experience of the

more problematic experience of the patient, becomes
would say that the therapist’s loving feelings deserve as

patient, particularly the

more

salient.

much

attention as the therapist’s aversion.

But

I

I

think that the therapist’s task

is to

constantly be explicitly inquiring about the patient's experience of the
therapist and the therapist’s reactions.

And

patient's experience rationality instead of

things are ambiguous

enough

it

the

way

to

do

that is to grant to the

being a distortion. Assuming that

in interpersonal life

- and

that there is

always

not just a grain of truth in the patient's experience, but that the patient’s

experience in the therapeutic setting
get at

how

for the therapist to hear that;
their

own

is

substantially plausible

the patient experiences the therapist.
it

is

And

it

is

-

is

the

way

to

often very helpful

another source of data for the therapist about

experience.
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There was a sense among most of the therapists
experience, they have

all

developed

their

own

that,

over time and with

unique definitions of

countertransference within the contexts of the theoretical foundations established by

their clinical training,

example, when
responded.

much more

“It

I

and

ongoing teaching and supervision

their

For

activities.

asked Ingrid to share her definition of countertransference, she

has evolved over time.

It

used

be quite psychoanalytically informed,

to

about the unconscious process that gets evoked by a patient’s

transference.

Now

it

has to do with any and

all

of

my

conscious and unconscious

reactions to a particular patient at a particular time.”

Jeffrey framed his definition in terms of his theoretical orientation, but fleshed

it

out with examples from clinical practice:
Theoretically, in terms of control- mastery theory, countertransference

is

primarily a source of information. In other words, your response gives you

some

indication of

how

the patient

is

essentially testing

establish conditions of safety. For example, if

someone,

might

I

I

make assumptions about

start to

somewhat ignored during

their early

you

in order to

find myself bored by
that

person having been

development, or having an unconscious

Or if I have a patient who behaves
them seriously, I might find myself
person doing this here? They came here for help;

belief about themselves as uninteresting.

a

way

that

makes

wondering,

why

“Why

are they

it

hard for

is this

me

in

to take

making themselves look so unpleasant? This person

not taking themselves very seriously.” That

may

be a

test

is

obviously

about whether

I

will

be able to take them seriously and give them something that they didn't have,
essentially, in the

way

own

feelings:

life.

In terms of the

of a corrective emotional experience. So,

I

analyze

my

I’m bored. I'm pissed. I’m feeling depressed. I’m feeling
hopeless, and then I try to trace it back and see how it relates to the person's

make

way

[control-mastery theorists] look at transference,

we

two types of transference. Direct
transference is where the person is behaving with me as if I were a parent and
the idea is for me to supply what they need. The alternative would be what we
call turning passive into active, where the person is essentially treating me, the
therapist, as they were treated and watching to see how
handle this in the
hope that they can internalize that and strengthen their own ability to deal with
whatever their traumatic situation was. Other people might view the latter as
basically

a distinction between

I
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projective identification, and this

is

more

likely to be the type of transference

one sees with patients with more severe psychopathology. In healthier
patients, the transference is often more direct transference.

As

these narratives illustrate, the most salient

theme

in therapists’ definitions

of countertransference was the notion of countertransference as an intersubjective,
jointly-created, and

dynamic phenomenon comprising elements of

as patients’ characteristics, behaviors

therapist’s

by

own

as well

and experiences. This definition implies

complex interplay of these elements of countertransference, and
that interplay manifests, will

their

the

ways

in

that the

which

be unique to each therapeutic dyad. Furthermore, a

management and use of countertransference

their conceptualization of the origins

and sources of

The Impact of Countertransference on

will necessarily be influenced

that countertransference.

the Therapeutic Alliance

Before plunging into their narratives about managing countertransference,
asked therapists to share their understanding of the role of countertransference
clinical

work, particularly

alliance. All ten therapists

in

I

in their

terms of establishing and maintaining a therapeutic

emphasized the importance of recognizing, managing, and

using their countertransference reactions as central to the therapeutic alliance and

psychotherapy process and outcome. For example, when

I

asked Frank

how

he

understands the impact of countertransference on the clinical process, he replied,
think

it

is

probably impossible

to overstate

how

important

it

is.”

According

‘I

to

Heather, countertransference has "a tremendous effect on the therapy.” Ingrid
reflected

on the process by which countertransference produces change

in

psychotherapy:

Sometimes [countertransference] can be the change factor. It can be what
makes the treatment work, what makes the treatment move from holding to
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make all the difference in the world to somebody.
more ongoing way in long-term work, if we can get to that place
where I am in the room and in the relationship in a way where I can use
myself as a prism and as a tool, then I feel like I’m grounded. I feel like I've
got my feet in the therapy and that we can do some work. So, I know that it's
transformative, what can
Ideally, in a

this

funny paradox

order to really feel like you’re in the right position

that, in

it means to sort of lose yourself as well. So, you
where you can relinquish some of the predictability so
that whatever can unfold unfolds. I think it's essential, really. Sometimes it's
never brought into the verbal exchange. Sometimes it’s all in me, in my
awareness, and I w'ork it as a way of understanding the patient's experience
better. Sometimes it becomes pail of the process interpersonally; it really

in the

have

therapy relationship,

to find a position

depends.
Eric highlighted the notion of the ongoing process of negotiating and using

countertransference throughout the course of psychotherapy:

work all the time; it’s
not a matter of it affecting it at one point and then you work it out and it's
done. You're constantly confronted with ways in which the dance that you do
Well,

I

feel like [countertransference] is affecting the

with a particular client intersects with the kind of issues that are hard for you,

and you constantly feel like you're in it, then you work your way out of it,
then you're back in it, and you work your way out of it. It would be wonderful
if all of a sudden you could be out of it and the things that bugged you about
that particular client don’t
it

bug you anymore, but

it

doesn’t shift that quickly;

only shifts very gradually and very slowly over time. So,

it’s

more about

somebody and using supervision or reading

or something
way. Of course, you can work
your way out of certain ways that you get stuck with that client, and then a
session or later you’re back in it. That’s my experience. You continually have
to find some ways to fight that fight and to manage your own reactions and to

slogging

it

that helps

out with

you see

a client in a slightly different

be patient with your
clients, it’s a

In his definition

own

reactions and patient with the client.

matter of endurance and slogging

it

And

with some

out with them.

of the alliance, Eric underscored the importance of the rupture-repair

process, and related this to countertransference:

P:

I

that

believe with particularly difficult clients that the rupture-repair process

happens over and over again

building a strong alliance. If
ruptures in the relationship,

and get beyond
alliance.

it,

Often the

in relationships is particularly critical in

someone

if

you

that often is the

is

able to hang in there w-hen there are

are able to figure out

most powerful thing

[difficult patient’s] expectation

there’s conflict, people bolt

how
in

to talk about

it,

deepening the

about conflict

is

that

when

and leave, and they're rejected and abandoned.
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they can have some different experience with conflict in a relationship
with a therapist who can hang in there with them and talk about it, and they
can hang there with you and get past it, that can be immensely powerful. That
So,

if

is happening all the time, but I think that’s sometimes
end
because people can't hang in there with it. But if they
where relationships
can, then it can be really useful.

rupture-repair process

I:

How

own

the impact of your

do you understand

countertransference

reactions on establishing an alliance or negotiating those rupture-repair

moments with
P:

When

it’s

with

to deal

difficult patients?

unnoticed and unprocessed, or
it,

then

it

disconnects me.

hypotheses about what

it

means and

can deepen the relationship.
three steps: the

first is

I

I

When

try to

don’t deal with
I

use

can notice
it

it.

it

or

know

I

don’t want

it,

constructively, then

and make
I

think

it

think about countertransference as consisting of

noticing

it.

the second

is

understanding what

it’s telling

about myself and about the client, and the third is employing it in some
way to deepen the relationship rather than separating me more from the client.
And employing it doesn't necessarily mean expressing or self-disclosing in
any way, but having knowledge of it can help me know the client in a deeper

me

way.
Frank echoed

this perspective

happens and the trouble
favorably, then

you see

countertransference that
a powerful tool

is

by

by which

’The

alliance gets deeper

negotiated favorably.

there’s

is

stating.

no

And when

alliance.’’ Gillian

it

is

emphasized

when

trouble

not negotiated

that

well-managed and well-understood by the therapist can be

patients can

leam more adaptive ways of coping and

interacting:

have negative countertransference, and I don’t handle it well, it can
development of the therapeutic relationship. I think I have to be very
careful about how I manage that or it can really saddle things. On the other
hand, if in those moments in which the patient is acting provocatively and I
manage my countertransference well, and facilitate their movement through it,
for a lot of patients that’s deeply reassuring and they can learn a different way
of working in the world - you know, whatever that nexus was that was
Oh.

if I

ruin the

contained in the transference/countertransference, that that can be reworked in
a different way.
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Adele underscored the importance of managing and expressing countertransference
appropriately in order to preserve the alliance:

First of all

I

avoid the inappropriate expression of [countertransference]

try to

because that’s not going to do anybody any good. The

to preserve the alliance,

I'm accurate about my own countertransference reactions,
actively understand the client better because I know what is evoking those

other thing
I

reactions.

I

going on.

I

would just say that it keeps me accurately attuned to what's
know myself well enough to know what kinds of things make me
think

feel a certain

it

I

way

that

I

two questions

there are
If it's

that if

is

my

crazy

will help

think that

me
is

it

stuff,

can run

through

my

rapid analysis in

ask myself: Is that accurate, or are

I

can put

I

it

it

away.

decide what to pursue

And

my

if

my

head.

And

you being crazy?

think I'm being accurate then

I

client will feel better understood.

I

dangerous to ignore those kinds of feelings. I find myself
lot some variation of “what you feel about something

saying to clients a
doesn't have to

be

fair. It’s

make

sense,

knowledge:

countertransference

is

it’s

it

it

doesn't have to

a tool.

My conversation with Colin
in

doesn't have to be justified,

your tools to figure yourself out.” Well,

highlighted several important points about

which countertransference might impact

ways

the alliance:

How do you understand the impact of your countertransference reactions,
and the way you understand those reactions, on the alliance; that is. on the
I:

establishment of an alliance or the maintenance of an alliance over time?
P: I think that, mainly,

I

my

responses to the patient and use those

it’s like

for that person to be with themselves,

gather up

responses to understand what

and the way other people experience them,
useful statement to

in order to

make some

them about what they’re talking about.

I

think

of

sort

ends up

it

when people feel understood, because they are
think that when you do things that make people feel
only because you might seem to get what it’s about at

strengthening the alliance

being understood.
understood, but

time

I

it's

- you know, being on

autopilot, nodding, that kind of thing

think that really strengthens the alliance, but
therapy.

It's

it

-

don’t

I

does keep the patient

very hard to leave a bad relationship, so patients stay

the

in

in

bad

relationships for very long periods of time, but they’re not recognized as bad
for exactly the reasons that they're in therapy

relationships, including a

therapist’s job, then, to recognize what’s

understand

it,

so that

it

I

deficits in recognizing

bad

in the relationship

redundant or repetitive role

so they can

some way they can use
and then to find some

to articulate that in language. That's part of the therapeutic task.

think that the use of the countertransference in the alliance
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bad

therapist. It’s the

doesn't get repeated, so that in

that to then not step into a

ways

-

bad relationship with the

is first

And

and

so

foremost to recognize the demand characteristics of the way the person is
talking to you. If you feel like you've got to respond in a certain kind of way.
to

recognize that that's there, and not just respond to what's evoked. But you

can't not do something unless you

know

that it’s there, to

know

certain kind of way, and

I

know

that this

that it’s there, so the first thing is to

person consistently makes

keep responding

me

feel a

to that feeling. Or. this patient’s so

you can't help but get interested in
moment that you recognize that
think, ”Why is that? We're talking about

smart, and they talk politics so well, that
the politics, something like that.

And

the

what you're doing, and then I
now, but is there something else you're nervous about? And
what are you doing to keep away from this other thing?” Those sorts of
questions go through your mind, and the fact that you’re thinking about those
things means you're already not hooked; you're already doing something
that's about therapeutic action. As soon as you have that thought, there’s
that's

politics right

something different happening
alliance.

It

in the relationship. So, that strengthens the

strengthens the sense that this

is

therapy, and not just

some

other

relationship, because there're thousands of different kinds of relationships. If

you’re not engaging in that process and thinking about the meaning of this
feeling, this experience, this thought, this bodily sensation
that's not happening, then it’s not therapy. It's
It

might become therapy

but

later,

doesn't strengthen the alliance.

It

it's

not

and so forth -

something else

at that

moment,

strengthens something else

the enactment, strengthen the transference, but

it

at that

directly.

-

it’ll

if

moment.

And

it

strengthen

won’t strengthen the

alliance.

I

went on

to ask Colin about the significance of early cues of difficulty

countertransference reactions. His detailed response provided a

and associated

window

into the

unique process by which he negotiates and uses countertransference in his work with
patients and, again,

I:

How

how

countertransference influences the therapeutic alliance:

do you think

the thoughts

and feelings you have early on

in the

evaluation or treatment of a patient are helpful or detrimental to the

development of an alliance?

The degree to which ignore [those thoughts and feelings] is the degree to
which something bad is going to happen in the relationship, because it’s
saying that there is some pressure inside of me to not pay attention to
something. Whether it’s coming from the other person or not. just knowing
that I'm trying to avoid thinking about something is an important sign that I'm
P:

in

I

danger of falling into a

client

just

because

because

that’s

about

I

it’s

me

trap. For example. I might think. “I should take this
need the money or whatever,” and then I think. “Oh, that's

April,

so

I

and

I

just did

my

taxes, so

I'm worried financially, and

shouldn’t be thinking about that,” and so
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I

push

that

thought away.

And

then another thing

schedule the person, and
so

much

really

I

stuff,”

and so

I realize, “I’m just under
end of the semester, and so forth, and it's
away. And then I have some thought

the

it's

push

I

up. For example, it’s hard to

get kind of annoyed, and

pressure these days;

my

comes

that

around, “Oh, this person can really talk for a long time. That's great, so
take an emotional and mental nap during sessions,” and then
that,

and push

I

feel

I

can

bad about

away. Pushing those thoughts away are trouble, because on

that

each level of those things, there’s something about the identification of some
personal meaning and personal annoyance that

And

each contact.

things, and really

something with

own

extremely important

that’s
all

this

And

needs in some way.

all

being brought up during

because any one of those

of them together, would conspire to say there’s

me

person that makes
then also

guilty quality about the fact that

myself. So.

is

stuff,

I

have

somewhere

have needs

at all.

them be open

for reflection. In

feelings can strengthen the fact that the person

some

And

attacking

I

then

I

stall

waft those things away

some

sense, denying those

going to

is

my

in there, there’s

of that then would be trouble because

rather than having

paying attention to

to start

come

back, because

they can talk off you ear and your ear stays on. so they can have this

experience and just keep coming back. But
rather than a lingering presence, then

develop
it’s

that

I

more of a

vessel,

can look on the surface like

is

it

a strong alliance and therapy, but

actually not.

Dorothy described an interaction with

when

she struggled to

find a

way
I

the therapist is

if

think that something noxious starts to

a patient

manage her countertransference

around the issue of her fee
and. as a result,

felt

unable to

to be helpful to the patient:

felt

so anxious about

anxiety and anger, that

my

personal reaction,

didn't

I

know how

issue without giving her the sense that

didn’t

know how

to

make

reaction to

my

construe

as just about

it

questions,

room and

was nothing

I

I

it

my

heavy emotional reaction of

could possibly talk about

was

this

a completely personal matter.

I

And. given her
talked about it at all, she would

into a psychotherapeutic issue.

could see that

if

my making money

selfish issue as far as she
this, there

it

I

I

for myself.

was concerned. But

could talk about.

I

I

knew

mean,

it

It

could only be a

that if

was

I

didn’t talk about

the elephant in the

if I say anything that is not true, and is not alive
do anything that is evasive or chatty, or not grounded, it doesn't
serve the work, and it does something very bad to the work. So, during a
moment like that, in which there was high anxiety on both of our parts, I felt

with

I

generally feel that

truth, if

I

could really help us both out of the mess was to try to
was grounded and truthful and, at the same time, helpful
to her in terms of what she was there for.
didn't manage to find the language.
I didn't manage to find something to say that would be truthful and helpful at
the same time. I eventually said, quite timidly, something like, ‘‘you know.
that the only thing that

speak

in a

way

that

I
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I'm concerned about the fact that you don't seem to be concerned about
whether I get paid or not.” That certainly met the criterion of being truthful,
but in terms of being helpful and something for her to assimilate,
the job;

and

it

did not

said, “That’s

work very
about

find another therapist.”

it; I

well.

And

did not do

it

she just about leapt out of her chair,

don’t have to listen to any more of this and

And

so that really

was

can

I

the end of that in terms of our

psychotherapeutic relationship.

As

these narratives illustrate, these therapists recognize and value their

countertransference reactions, they do not view countertransference as something to

be suppressed or ignored, and they are exquisitely sensitive to the impact of
countertransference on the therapeutic alliance and psychotherapy process.

Specifically, they

view countertransference

as a valuable source of information,

and a

“tool” that can be used to facilitate the development of the alliance and produce

change

in psychotherapy.

only serve this function

way

However,

if it is

therapists contend that countertransference can

acknowledged, understood, managed, and used

in a

that is beneficial to the patient.

Several therapists also underscored the extent to which countertransference

is

an unconscious phenomenon. The notion of countertransference as an unconscious
experience highlights the importance of finding ways to bring countertransference
reactions into conscious awareness in order to

manage those

example, Brian described an interaction with a patient which
free association in recognizing

P:

I

was

in session

shoulder, and
I

didn't notice

green about?”

it

therapist.

So

I

"Why am

I

illustrates the value

countertransference:

this color

green on his

seeing green?” There’s no green

with anyone else that day.

I

of

said to myself,

“What

light,

and

is this

And

patient's] back,
dollars. This is

own

with one patient and there was

thought

I

and understanding his

reactions effectively. For

then I started associating: green, and it's located on [the
and I started thinking about greenbacks, dollars, it’s a sign for
all going on inside me w'hile I'm humming along being my

say to myself. “I wonder
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if

there

is

something going on about

showing up in
my glimpse of the green on his back.” So I didn’t say anything because I was
looking for derivatives, any green material. So we stand up at the end of the
session, and he says (you know how doorknob comments go), “I’ve been
thinking about wanting to talk to you about my fee.” So that's using the
countertransference and using it in a way that doesn't have to do with literally
dream material, but it has to do with something surprising like seeing this
color green and, instead of going away from it, staying with it to see what

money, greenbacks,

comes

dollars, that we’re not talking about that’s

out.

I:

So countertransference

P:

Absolutely unique. In

is

unique with each patient?

fact, if

I

was seeing green

all

that

week,

that

would

be about me.
Therapists described several factors in their

work with

difficult patients that influence

their ability to bring countertransference into conscious awareness,

and compartmentalize those reactions
are countertherapeutic.

in order to

own

lives,

to reflect

on

avoid acting on them in ways that

While therapists acknowledged the influence of practical

considerations such as the characteristics of their caseload

in their

and

at

any given time or events

they emphasized interpersonally-relevant aspects of

countertransference as central to the process of negotiating and finding

ways

to use

those reactions therapeutically. Therapists underscored the importance of being aware

of their

the

own

ways

in

conflicts and contributions to the therapy encounter and, in particular,

which

their

own

personal histories, experiences and interpersonal styles

intersect with their patients’ concerns, behaviors

and ways of

relating, thus creating a

unique intersubjective space within each therapeutic dyad.
“Getting the Bear:” Narratives about Managing Countertransference
Therapists’ narratives about

levels:

( 1 )

the theoretical, or

managing countertransference spanned two

“macro”

level,

which represents broad, overarching

concepts related to countertransference management; and (2) the process, or “micro”
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level,

which represents

therapists’ unique, in-depth accounts of

moments

countertransference in real time during difficult

major theme
(2) personal

experience.

sets associated with the

in

managing

psychotherapy. The three

former include: (1) consultation and supervision,

psychotherapy and self-care, and (3) formal training and clinical

As expected,

paralleled the

the

major themes

components of the

management (Gelso

& Hayes,

that

emerged

in the latter closely

five-factor theory of countertransference

2002; Hayes, 2004;

Van Wagoner,

&

Gelso, Hayes,

Diemer, 1991) and will therefore be elucidated below within the framework of

that

model. The five factors include: (1) self-insight, (2) self-integration, (3) anxiety

management,

(4) conceptualizing ability

There appears

to be an

phenomena and micro-level

and

(5)

empathy.

ongoing dynamic relationship between macro-level

processes,

whereby individual

ways of managing countertransference. The in-depth

therapists negotiate unique

narratives gleaned

from

interviews with therapists illustrate this dynamic interplay; thus, for the purposes of

this discussion,

I

will briefly

enumerate and

illustrate the

macro-level themes, before

delving more deeply into therapists’ unique narratives about managing
countertransference.

Supervision and Consultation
Eight therapists explicitly emphasized the importance of ongoing supervision

and consultation as a general practice, and especially with regard
countertransference issues with difficult clients.

Avenues

to

managing

for consultation range

from

informal consultation with peers and colleagues to ongoing paid supervision. For

example. Adele noted,

“I

have friends

who

are therapists,
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and you have

to

be a

thousand times more careful about the rules of confidentiality
not tempted to

feelings

tell

we have

things

to.

So,

with patients

we

who

if it’s

don't discuss our cases, but

are difficult.

It

someone you're

we do

talk about the

just helps to normalize things."

Eric emphasized the importance of formal supervision, as well as highlighting

other less formal avenues for consultation and professional development:

I

think supervision

critical,

even

is

just a must,

if just to

and having regular supervision

is

really

hear yourself talk about a case. There’s something

about the process of speaking out loud that helps you see and understand your

and your feelings and your process with a client in a way that I
don't think you can do internally. Of course, that is in addition to whatever
things you can get from your supervisor, but I think both pails of it are just
really, really important. Also, doing reading, going to conferences, having
reactions,

community of colleagues all help you to look at and think
about clients somewhat differently. It can sort of shake up your view or help
you to get out of the muck with certain clients - at least temporarily before

contact with your

you're back

in

it

again.

Dorothy gave an example of how formal supervision sparked new insight into a
longstanding countertransference reaction:

One

of his chief defenses was to present himself kind of like an avuncular,

would assume.
was very much a role. And

know-it-all man. There’s a certain tone of voice that he
Slightly pedantic, but sort of patriarchal, older.

It

guy talked that way, which was most of the time, it just put me to
it would be very maddening to me, and I began to realize, and
partly was able to realize this because was in supervision with a wonderful
supervisor, so that I was able to explore these things and talk about them with
somebody. And I realized after, I don't know, ten years or so (laughs), that
when this guy used to talk this way, I would have a very irritated reaction and
a lot of the irritation had to do with the fact that it reminded me of the way
that my [family member] would talk, sort of droning on and on. and I guess
part of my reaction, alongside the irritation and sleepiness, there was also a
feeling of intense familiarity, which had its positive side.

when

this

sleep.

And
I

I

Although not discounting the usefulness of informal supervision and
consultation. Ingrid emphasized the value of formal, paid supervision in particular.
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not only for

managing countertransference with

difficult patients, but also for

stimulating her interest in her clinical work:

buy supervision from an expert in the area, and I consult with her as needed,
so that makes the work more fun and enjoyable. .If I find that I don't love a
patient of mine (and mean love in a broad sense), something is really wrong,
probably with me, but certainly with the work. So, I talk to my consultant
about it and we try to understand it together.
1

.

I

Jeffrey noted the importance of consultation in teasing apart the different

origins and sources of countertransference:

depends on the client. I
think at this point. I am fairly aware [of what I bring], having had a lot of
consultation and even therapy related to it. But you always have to look at
both. You just have to analyze it each time and do your best and. if you're not
sure, you get consultation from somebody.
That's a question you have to answer each time, and

it

Personal Psychotherapy and Self-Care

Seven

therapists identified their

psychotherapy as central

own

to their clinical

experiences of psychoanalysis or

work. They emphasized the value of a

heightened understanding of themselves and what they bring to the therapy encounter,
as well as the resolution

act out those conflicts

and working through of their

when

own

core conflicts so as not to

they are activated in the therapy setting.

Adele described the role of her own therapy
connection between her

own

internal struggles

in

developing insight into the

based on her role and relationships

within her family of origin, and her experience of working with borderline patients,

whom

she identified as most difficult for her:

I

feel like

I

can't

do anything

right

and

I

can't experience myself as helpful to

[borderline clients]. Also, there can be a kind of frantic, anxious dependence
that is very difficult for

me

and one might ask why

don't like people to be dependent on me. but

it’s

am-going-to-fall-apart-and-die-unless" part of
I

was

really the designated person in
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my

it.

I

became

a therapist if

the franticness of

And

I

it,

I

the “I-

think the reason

is that

family to be the accommodator.

I

must have had a temperament that could do that. I needed to be the
one that everyone else could count on for the right kind of support. It took me
a long time in my early adulthood through first being in therapy, and then
training as a therapist, and then being in therapy while training as a therapist,
to feel entitled to not be counted on in that way; to make different choices in
guess

my

I

personal relationships.

my

I

am quite

comfortable

now

with the fact that of

need something back from me and they need
responsiveness and they need to depend on me sometimes. And I feel that I
can give that back in a healthy way. But my [family member] is a person who
can become just enraged if she’s not getting what she needs. That’s her way.
course

clients feel like they

And we have
I

can't stand

built a relationship
it

now where

my work. It doesn't
of my control.

ancient and out

Brian alluded to the value of his

that doesn’t

own

happen anymore but
If feels old and

me.

feel objective to

in

therapy and analysis in being able to

empathize with patients:

I

know what

it's like to

collapse and feel disconnected.

of being with somebody and

still

put

it

out here and look
at it

at

it

it

the loneliness

I

When

together,

together,

know

know when I’m not being
stuff emerges, we want to be able to
and when stuff keeps emerging but we

intimacy that can be there with another.
collaborated with in a certain way.

don't get to look

I

being lonely, paradoxically, instead of the

gets to be a problem.

I

don’t have the words

it, but when something is made dead, when something is disconnected,
when something has gone away. Theoretically. I think of it as a form of
aggression, when something has got to be shut away or disappear or
something like that. And I know from my own personal history what it was

for

like to live in a family situation

where

I

was marginalized, which

is

a

form of

know how to act out and how to take a wish to act out and
act in now. So. when I come upon these. I don’t find myself consciously
associating to a personal part, but have been in my own analysis and other
going away, and

1

I

good

of time. So

of that from

my

and it
shows up in here too. I think I have to try to be conscious about when it shows
up and if I’m going to say something or act from those places that I have
digested it enough to know that it's not about something that’s going on
therapies a

bit

I

bring

all

personal

life

elsewhere or just a repetition of something.
Ingrid described the value of her

own

therapy, both in terms of learning

manage countertransference, and empathizing with

My own

to see

how my own

couch -

I

to

think that’s essential to the work.
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it

therapist used,

worked her countertransference. To understand how
sides of the

to

the patient’s experience:

therapy has been very important to understand what

have transference and then

how

be

feels like to

managed, and
and on both

in vivo,

Therapists also highlighted the importance of self care, ranging from the
general principle of maintaining a balanced

writing, and practicing

grounding himself
breathing.

my

had

I

in

yoga between

life

outside of work, to exercising.

sessions. Brian

emphasized the notion of

preparation for each session: “I want to be sure that I'm

walk,

I

looked out

my window,

and now I’m ready

to

my

open

door.” Gillian shared her general practice of preparing for her clinical day: “At the

beginning of

door

to

my

my

day

I

And

usually do five minutes of meditation.

waiting room.

I

remind myself who the person

is that

before

I

I'm working with.

exercise in mindfulness.” In addition. Gillian described the

It’s just a little

which she uses

self-care strategies to

open the

ways

in

manage countertransference:

I'm upset, people can pick it up very quickly - at least the folks that I work
with can. Or if I'm impatient or frustrated or something like that, they can
pick it up. So I have to be very careful about what I allow myself to feel in a
If

session.
the door,

I

may

if

I

really

feel like

And sometimes

way.

clamp down on something until they’ve walked about
I would not be able to work with it in an appropriate
I’ll

put on the

EMDR headset,

and

I'll

just run

it,

until

I ask the next person to come in. I'm not going
door with baggage from the last session, you know?

have equanimity, before

meet a
Gillian also

client at the

emphasized the importance of maintaining "good boundaries”

I

to

as an

aspect of self-care, particularly in the context of trauma work:

is that I have a life outside of the
and I'm pretty grimly determined to keep that. When I'm at work I'm at
work, and when I'm home, I want to be home. Unlike a lot of therapists. I
don't take calls at home. None of my clients ever have my home phone
number. And I don't carry a beeper. And I’m very, very clear with people in
the initial consultation, that I’m available generally from about 8 to 5:30 or 6
o'clock. I check my phone messages several times a day. So if they’re going
to have a crisis, have it during the day, or have it at night, and then anticipate
that I won’t know about it until the next morning. And if they have a real
crisis, and they need to be seen, they need to go to an emergency department.
And I don't check my messages on the weekends either.

Well, in general, one thing that’s important
office
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I:

You

(surprised)

don't?

Nope. Absolutely not. You know, a lot of people have had to leave the
trauma field because they get vicarious traumatization. You have to have
P:

really

good boundaries.

Heather echoed the importance of self-care

in

managing countertransference:

I: You mentioned that, in preparing to work with someone who is difficult,
you seek consultation, you read, you review your notes. Do you have anything
to add in terms of how you manage, in an ongoing way, the
countertransference reactions that come up for you in your work?

P: Well.

try to clarify

I

them and keep an eye on them, and

try to

understand

them sooner rather than

later. If I'm finding I'm having a really strong
might exercise more after I see that person, or before I
see the person; I might do some self-hypnosis to see if I can get a clearer sense
of, or refine, what I'm feeling, what they're evoking in me, and where that

reaction to the person.

I

comes from.
Ingrid described the role of self-care in processing her thoughts and feelings

following a particularly difficult session, and highlighted the therapist's use of the

self as a tool:

I'm a closet poet and writer, and I use writing as a tool for myself. So after she
left I wrote. I took 20 minutes and I just did a free-writing exercise. I just
wrote about feelings that were coming up, and thoughts that were coming up,
associations that were coming up; things that had nothing to do with my
patient; things that did have to do with my patient in terms of her life history;
things that have to do with our particular relationship. And it really helps to
give me some distance; it’s a form of meditation for me. And then I shred it.
It's all process, so I just shred it in the shredder and it helps me to work and to
understand the various elements of countertransference. I think what is unique

we

about our field

is that

computer

to process information,

do

we use our complex
work in the moment. So, if we don't
be good therapists. So. I think self care

selves,

of

take care of self, we're

self, to

use ourselves as our tool. so. instead of using a

that

never going to

important to integrate the past into the present
transference and countertransference are

And

so,

patients

anything that
is

we can do

important. So,

something

that

the work. But

a colleague

it’s

-

in

-

and

is

tremendously

that's

it

was not

it

was

I

think

order to understand something.

partly free writing for

selfless;

what

to integrate that in ourselves

myself

had come up and. of course, through doing

who

and multiplicity

pail of

my own

to

on behalf of our

work though

that,

it

w'ould help

need to do

that.

I

have

does yoga between sessions. What do you do with your 10
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minutes between sessions? Well, you document, you return phone

you do

calls,

and

self-care.

Formal Training and Clinical Experience
Therapists credited their capacities to reflect on countertransference reactions

in great part

experience.

both to their formal clinical training, as well as to years of clinical

Most

therapists described subjective experiences of

their respective abilities to take a step

moment

to reflect

reactions in

ways

on

back

their reactions, thus

growth with regard

to

in the heat of the countertransference

enhancing

their potential to use those

that are beneficial to their clients.

Ingrid noted:

My

training and experience

have offered

me

so

much

so that

I

am

far less

now than I was, and I’ve been in the field since 1983. So for years
and years, with each surprise encounter I leam something, so by now, I take
things less personally. I'm far less reactive. If a patient storms out of the
room, it affects me. but it’s not going to devastate me. So. years and
experience and good training go a long way and that will continue.
reactive

Heather described changes both

in her sensitivity

countertransference as well as her

and attunement

to

management of that countertransference:

on I wasn't able to notice these responses or recognize them as
often as I am now. or I recognized them later on. So, it's easier to recognize
them now. Also - and this is pail of how the field has developed since I was
I

feel that early

trained -

I find that they become
work with someone. So I feel that, while I still have
way to go, I have more to offer someone in that I am both welcoming those
feelings, and the ability to monitor them so that I don’t respond in ways that
have more to do with me than my patient.
I

have more respect for those feelings and

more important

in

how

I

Recall that Colin identified patients with narcissistic features as particularly difficult

for

him

to

work

with. Within this context, he described his

process in working with these patients:
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own developmental

a

I

think that early on

my

people easily because

to listen to

which

neurotic formation, didn't realize the degree to

me

obliterating for

kind of

my
a

was able

I

my

parents and

way

to

way because

that

I

And I had

so.

my own

was

I,

because of

self-

gotten interested in listening in that

experiences growing up in

my

family with

think that it was easy for me to do it, but easy in
was detrimental for me, and hence not that great
sometimes in that I wouldn't be in touch enough with my

stuff.

So

I

didn't recognize

for the patients too,

own

do

of

it

upset about having to

there like that, and by not being in touch with

sit

enough, maybe couldn't make use of that for the patient as well. However,
think that there were ways in which

was able

I

for a long period of time with these folks early

probably very useful for them. Then
early 40s

I

I

to

withstand a

on and

I

I

of boredom

think that

it

was

think the middle time. mid-30s and

started to take a look at those things in

me

that

these people and stalled to understand how, in

my

wasn't good for me. and so

more need

could feel a

I

lot

it

little

made me good with

relationships as a child, that
to be active with

and my need to be active I think would frustrate their self-object needs
and they would become a little more like neurotic patients for periods of time,
that

but

it

was a

false formation.

happening and

I

laid off

think that

I

and

I

I

started to recognize that

returned to where

I

was

had started but with a

different level of maturity inside myself, although the therapeutic actions are

some ways. Now the
U-shape did correspond with a very important event for me, which is I did
psychoanalytic training. And I think during that time I was more selfconscious as a therapist because I was so heavily supervised and I was so
very similar to where

heavily worked.
the

same

time.

started.

It

has been a U-shape in

everything and then being a full-time graduate student

It’s

And

I

it's

enormously expensive, so

cases, gave people reduced fees, and
part and

made

intrusive,

it

harder to

sit

I

think that

more

took on a
for

lot

of extra

more need on my

with these people and stay present and yet not

and present and yet not

fall asleep. It

balance during that time, but I'd say the
gotten

I

made

at

last

was hard

to

maintain that

5 years or so those therapies have

relaxed.

by which

In this excerpt, Colin illustrates the process

negotiated in his clinical work, the

ways

in

which

self-insight is constantly being

that insight

has influenced his

understanding and use of countertransference, and the associated impact on

psychotherapy process.

As

these excerpts suggest, supervision and consultation, personal

psychotherapy and self-care, and formal training and clinical experience serve as
useful avenues by

which

therapists can identify
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and explore countertransference, gain

insight into

internally

and

precursors,

and

its

if

origins,

and develop ways to manage that countertransference both

in interactions

you

will, to the

with patients. These macro-level factors serve as
micro-level elements of managing countertransference

influenced by those same micro-level elements.

are, in turn,

A

Tale of Five Factors

The management of countertransference has been theorized
interrelated factors: self-insight, self-integration, anxiety

to consist of five

management, empathy, and

conceptualizing ability. Researchers have examined countertransference

management

by objective observation and rating of therapists on each of these five factors (Gelso

&

Hayes, 2002; Hayes, 2004; VanWagoner, Gelso, Hayes,

However, few researchers have delved deeply

map

Diemer, 1991).

into therapists’ narratives about

managing countertransference or have examined
narratives might

&

the extent to

which such subjective

onto these five factors. Accordingly, one of the principal goals

of this project was to do just that by asking therapists to

tell

their personal tales of

countertransference with difficult patients.
Therapists were extraordinarily insightful, forthcoming, and generous in their

accounts of managing countertransference; their stories brought the five factors to
in a practical

project are

all

and accessible way. The therapists

well-known and well-respected

practicing for a

in

minimum

who

life

agreed to participate in the

in the local

community; they have been

of 10 years post-licensure; and several are actively involved

teaching and supervision. Furthermore, their willingness to participate suggests that

they possess a certain interest in countertransference and they are willing to share

their experiences.

The

self-selective characteristics of the
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sample thus bear directly on

some,

if

not

all,

of the five factors related to countertransference management. In

addition, although the interview questions did not explicitly outline the five factors,

they were guided by the theory and, as such,

these factors in their narratives about

Some

or

all

may have primed

therapists to address

managing countertransference.

of the five factors - self-insight, self-integration, anxiety

management, empathy, and conceptualizing

ability

-

are present to

the narratives, although self-insight, self-integration and anxiety

more prominent than empathy and conceptualizing

ability.

discussion, each factor will be defined and illustrated by

some degree

were consistently

For the purposes of

way

in all

this

of a selection of

excerpts from therapist interviews. This will be followed by two case examples in

which

the five factors will be extracted

detailed narratives about

and discussed within the framework of

managing countertransference.

2

Self-insight

According

to the five-factor theory of countertransference

&

(Van Wagoner, Gelso, Hayes,

is

A

is

defined as the

therapist

who

demonstrates

aware of countertransference feelings, comprehends

how

those feelings

therapist’s

insight

Diemer, 1991), self-insight

management

awareness of the basis of their feelings.

self-

influence the therapy, and recognizes the limits of his or her clinical competencies.

In the

following excerpt, Adele describes the process by which she monitors

and assesses her countertransference

in

order to gain insight into

emphasizes the importance of self-insight

in

its

origins,

and she

managing countertransference:

The first thing is that never, ever censor anything going on in my head. So,
when I'm feeling angry with a client, what’s going on in my head might be
quite nasty, but need to know it. If I’m using my energy to avoid how mean
I

I

and [laughing] potentially borderline
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I

might be thinking toward

my

client.

I'm not going
first

and

have the energy

to

thing that

I

do.

it

make

to

sense of

So

it.

that's the

allow myself absolutely uncensored internal monologue

I

me know why I'm

that lets

to use

angry.

Brian emphasizes the intersubjectivity of countertransference, and his
appreciation for the patient’s role in helping

him discern

the origins of his

countertransference:

P:

think

I

process.
to

have

I

be living in

How

be well enough analyzed and conscientious about

to

Roy Schaefer
it.

writes about living in

it.

If

you do

something comes up, stay with

If

do you know

it,

this

my own

work, you have

don't go

away from

it.

what extent the reaction that you're having is about
the patient’s behaviors versus your own buttons that are being pushed or
whatever combination of those? And how do you manage those feelings when
I:

to

you're sitting with a patient?

P:

The way

I

know

to

is

time to think about

acting out, by taking

go slow enough and

and digest

it

out in a

it

for the stuff to land.

land in

me

to sort out

way

and

I

have

whether

assumption

can be an

is

going to be a spot, or a place, or an object

has to be

It

I’m going

if

to

my

it’s

able

I

of

it

that’s about

to do, but that’s all

to disagree

stuff [laughing].

process that happens before

me. So then

happening
if

inside.

we have

with me, they’ll

let

a

I

I

have an

don't really

good

alliance,

me know

in

some

But I'd like to think that there’s a whole
a kind of self-reflection. It used to be

all that,

that

leave a session, I'd record the time of the next

appointment, and their payment, and over time
piece of countertransference, in terms of

now

in

going to

know myself or work with myself enough to be
about me or about them, and always make an

work

when people would

be

alive. It’s just

to

and they have the capacity

leave? So

have

inteipretations or

ask [the patient] to do that work for me. though

if it’s

I

there can be an

to a colleague, but there also

that there is a little piece

additional piece of

way

And

by getting
With unconscious communication, or countertransference, or even

projective identification, there

me

be silent enough so

to

without acting out.

making some crude

acting out in the session by

too active.

it

I

realized that

mood. What am

I

I left

was missing

a

with as they

and I just think. I don’t read or record. don't
sometimes in that moment that I get to it.
Sometimes it isn’t until they have left that I realize there’s been kind of an
enactment going on. or I've been pulled into something. Sometimes it takes
leaving the session to figure that out. And I'll come back to it. I won't
necessarily bring it to them, though I might. But sooner or later, once I feel
clear about it, I might say something. ..If I'm going to allow myself to be this
receiver of stuff - whether it's a dream catcher or radio receiver - I also have
the responsibility to be reflecting on it, and observing it. If that disappears,
write a note.

I

I

just kind of

just

sit.

So

sit

I

it’s

.
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then there's the difficulty that
there's an unconscious

and the only way

I

might just be acting

it

out.

I

do think

that

wish on a patient's part for me to survive their usage
it is to keep that self-reflective piece available.

can survive

I

Jeffrey shared the following insight about

why

he finds working with

borderline clients challenging: “I have a tendency to take over-responsibility for other

people's affective states and to take responsibility for making the patient comfortable,

before

I

start

thinking about

my own

comfort.

Gillian described the difficulty of

And

that’s

been

my

biggest mistake.”

working with patients with dissociative

identity disorder in terms of the feelings their behaviors elicit in her,

awareness of those feelings can

If

I

start

patient

enacting

some

how

her

facilitate the therapy:

dreading someone coming

is

and

sort

hard to deal with because

in, that's

a real signal to

of sadistic transference toward me.

triggers anxiety in

it

me

me

that the

And it is very
much going

that there is too

on - confusion, frustration - and my own sense of responsibility is triggered.
crisis, where the patient has driven the therapist to such

That sort of internal

an extreme affective
don't act

it

out, but

These excerpts

state, is

usually a turning point in the therapy for me.

something

illustrate the

I

shifts.

value of self-insight in the process of managing

and using countertransference. The processes by which they achieve self-insight are
unique not only to each therapist, but to each therapist-patient dyad, thus requiring
continuous appraisal of their thoughts and feelings in order to stay abreast of their
countertransference.

Self-integration

Self-integration refers to the therapist’s possession of a healthy character

structure,

self

from

which allows

for the recognition of boundaries

and the differentiation of

other. In the context of psychotherapy, self-integration manifests as

therapists’ ability to effectively sort out

how
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their feelings relate to the patient's

between the patient's needs and

feelings, to distinguish

their

need for approval, and

to stand

back from

their

own

observe that experience (VanWagoner, Gelso, Hayes,

Adele described how she
patient's feelings,

clarifies

how

their

&

own

manage

needs, to

emotional experience and

Diemer, 1991).

her feelings might relate to the

and how she recognizes the boundary between her “stuff' and her

patient’s needs:

There are two questions
If it's

my

crazy

will help

it

me

stuff,

I

ask myself:

can put

I

it

Is that

away.

decide what to pursue

And

my

accurate, or are
if

I

you being crazy?

think I'm being accurate then

client will feel better understood.

Eric identified patients with unexpressed anger or rage as particularly difficult

and acknowledged the inevitability of "overlap" between the patients’

for him,

behaviors or affects, and his

I

own

think there’s overlap

all

somebody who has had

feelings or areas of unresolved conflict:

over the place. Affect

is

not easy for me;

I

am

trouble with unexpressed anger and had to leant to

anger, to be able to bring my anger into relationships, and to be able
model of constructive use of my anger. I’ve tended to be scared of
what my anger might do to relationships - fear of rejection or abandonment if
I was to bring my negative feelings into relationships.
notice

my

to find a

The preceding segment
awareness of his

between

own

illustrates in a practical

and accessible way

feelings, the origins of those feelings,

his experiences

and his patients’ experiences are

that Eric's

and the “overlap"

critical to the

management

of countertransference with difficult patients. Heather provided two examples of
she uses her

own

with someone

was very
and not

past experiences

who

is

narcissistic.

to

and relationships

very entitled.

I

have

I

need

to be careful,

become impatient and

to

to understand patients: “If

be careful, because

my

[family

how

I’m

member]

both not to collude with their narcissism

rejecting.”
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If

I

find myself responding particularly strongly to

bring part of that into the session myself. So,

information that

keep

me from

example,

if

I

can use

to help

responding

somebody

is

I

someone,

feel

see

I

it

them, and also to help keep

in a non-therapeutic

way

member

assume

that

I

me

honest, or

to the person. So, for

very provocative and angry,

another angry patient, or angry family

I

as a piece of

it

me

of

sort

of

might remind

or angry friend and

it

me that I'll need to be mindful of this and any tendency to be punitive
and give them an appointment in. say. two years, or something like that. I find
alerts

that dealing

general

with angry patients

is difficult in that

I

find dealing with anger in

is difficult.

way

Ingrid demonstrates self-integration in the

she

manages her caseload,

specifically with regard to accepting patients that she anticipates will be difficult:

“Certain times,

impinging on

if I

my

have other things

I

can't always, but

Jeffrey described

“So

analyze

I

my

family

work, then that’s not a time

to try to regulate that.

the patient:

in

how

he

feelings

or

my

outside

life that are

take difficult patients. I'm very careful

try.”

own

able to use his

is

my own

I

I

life

feelings to better understand

- I'm bored. I’m pissed. I’m feeling

depressed. I'm feeling hopeless - and then try to trace

it

back and see how

it

relates to

the patient’s life.”

Brian’s narrative about building an alliance with difficult patients contained

several examples of self-integration:

When somebody is difficult from the beginning and I've taken them on. my
own question to myself is whether I have the internal resources to fight with
myself and with them and for the struggle

to try to find out if there's a

possibility of establishing an alliance or not.

know

that

I'm always up to

depressed or something and
of things

I

say to myself.

for referring out. or

I

And, frankly, sometimes

Maybe I'm more

it.

vulnerable then.

I

don't

Maybe I'm

don't want to work that hard. These are the kind

And

those times

maybe kind of doing

I'll

either

have

to take responsibility

a different kind of therapy that isn't

seems like it might be more
helpful for me just to kind of be like a coach for you, or to do some problem
solving.” There’s always some disappointment in that because I think those
are places where I've given up. That was one of the problems with the patient
[I talked about before] is that
was pushed so far away that didn't know' how
the same. For example,

I'll

say to them.

I

“It

I
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to get

back and

so, in this industrial age,

was more

it

like contracting to

do

work together. And I did it. but it didn't have in it the kind of
unconscious movement that can be there. It was good enough work, the
person was satisfied, and he changed some things in his life, but. to really

a

piece of

get

to the material that can happen with unconscious communication, or
countertransferential work - we didn’t really get there. So in that way, the kind

of alliance that would allow us to look
didn’t happen.

mean,

I

had

to

at

the

more unconscious

And it doesn't mean the observing
work with myself around it.

pail of

me

This exceipt illustrates self-integration by highlighting the

was

able to focus on the patient's needs and find a helpful

and

patient despite the fact that the patient’s needs

his

own.

way

to

stuff just

didn’t

way

in

know

it. I

which Brian

work with

the

style conflicted significantly with

In talking about difficult patients, Brian also alluded to the

importance of

maintaining boundaries, another aspect of self-integration:

A

real difficulty is if there starts being contact around the edges like messages
on the voice machine. That's when I know I have some work to do because
we have to set the frame and I've got to meet the aggression that's in that
request with my own kind of presence and assertiveness.

Empathy
Therapist empathy captures the therapist's ability to identify with the patient's
inner experience and allows the therapist to remain focused on the patient's needs,

despite the urge to attend to his or her

empathy

is

own

emotionally attuned to patients and

interpretations of the patient’s experience

A

needs.

is

therapist

able to

who

make

demonstrates

accurate

(Van Wagoner, Gelso, Hayes,

&

Diemer,

1991 ).

Adele described how she

is

able to use

despite that patient’s “difficult” qualities, in a

There

is

her very

But

one person

I

work with

much and I do

it's sort

right

feel like there

empathy

way

now
is

to

connect with a patient,

that is therapeutic:

that

I

find very boring, but

an alliance.

I

hang

I

like

in there with her.

of imitating and boring too in spite of the fact that I’m really fond
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of her. She’ll

come

in

and

me how

tell

she’s never had such a

before and I'm thinking, “Really? Honestly, what

Maybe I’m
actually

able to just

tell that

her

let

myself be used

symptoms

in a

am

way

I

good

doing?”

she needs.

I

I

therapist

don’t know.

mean,

I

can

making

are getting better so she's not just

it

up.

Eric displayed

empathy

in his description of the factors that

decision to accept or refer patients: “Since

feel like in order to really

commitment
the

way

in

some

be

which

empathy on
is

to

in

it

right,

work from an attachment
I

want

facilitate

If

I

to be able to provide the

for the long haul with particular clients.” Eric also described

his part: "If you're feeling things that the patient has experienced, if there

sort of projective identification process

in that

perspective,

a patient's defensive use of projective identification can facilitate

communicating things
them

do the work

I

inform his

that they

know

way.” Eric described

going on where they are

about experientially, you can

how

come

to

know

early cues of potential difficulty might help

empathy:

you have someone who has

of attachment issues, you can

lots

you'll have to be particularly aware of time off,

meaning

is if

you get back

day after they call you. All
person who has attachment issues. So
likely to be the difficult

moments and

it

just helps

angry or whatever.

It

you

to

for a particular

be aware of what are

the kinds of interactions that are going

to be triggers for a particular client to freak out, to
to be

that

and vacations, or what the
call you or one

somebody two days after they
these things have more meaning

to

know

just heightens

be scared of being

your awareness of

left,

or

that.

Anxiety Management
Anxiety management refers
controlling anxiety so that

therapist

who manages

it

to the extent to

does not

which the

is

capable of

comfortable in the presence of strong

feelings from others and does not generally feel anxious

&

is

over into the therapy. For example, a

spill

anxiety adequately

(VanWagoner, Gelso. Hayes,

therapist

Diemer, 1991).
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when conducting

therapy

Gillian’s narrative

was

rich in

examples of anxiety management, particularly

types of patients that several therapists identified as difficult, for

in relation to the

example, patients with borderline personality disorder and dissociative identity
disorder, and patients

who engage

The presence of
most of the

in

strong affect

self-harming or other high-risk behaviors:

is

not a

problem

for me. Neither

time.... I tend to not be troubled that

countertransference difficulties.

My

much

range of tolerance

different peoples’ different styles and interests

in

and they just hate

clear that

me from

it’s transferential.

I

self-harm,

is

pretty

wide for

and personality types and

things like that.. ..Every once in a while, very occasionally,

come

is

with

somebody

will

moment they laid eyes on me. It’s
mean, why would you dislike somebody unless
the

you get to know them a little bit? Anyway, I’ll usually ask about it. Almost
always they'll say something like. "Yeah, w^ell. I didn't get along with my
mother very well. I really hate women, and you're the first woman I’ve ever
seen.” And then sometimes, if they have a sense of humor, and they have an
observing ego about it, then we can work together. And if they don’t, well...
tend to not be troubled that

much with

counter-transference difficulties.

is pretty wide for different peoples' different
and personality types and things like that.

range of tolerance
interests

Gillian elaborated on this

when

styles

I

My

and

she described what she finds rewarding about

working with patients with borderline pathology. She also noted what she finds
anxiety-provoking and

I:

To what

how

she manages that anxiety:

extent do you like working with patients with borderline

pathology?
P: I like it fine. They're interesting. Sometimes I feel like I'm going
and die sooner because of them. But they're interesting.

I:

What

are the characteristics of those patients that

to get old

makes working with them

rewarding for you?
P:

Their histories. The intensity of their affect.

doesn't really bother

I

like their

I

find

it

interesting,

and

it

of the time. There can be exceptions, but

And that’s very rewarding for
energy and their sense of engagement. That doesn't mean that

generally speaking,

me.

me most

I

find that they get better.

there isn't negative countertransference sometimes, but these are the things
like.

And

almost always they’ve had long histories of abuse or trauma and
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I

my

again that’s

we can begin

so as

field,

to

work with

the material, they start

to get better. That’s pretty rewarding.

I:

it

Are there any features or characteristics of the borderline
difficult for you to work with them?

When

P:

they do splitting.

It's

disturbing.

I

clients that

make

don't like the lack of order or the

escalation in problems that that can imply. Or, if I’m involved in the splitting,

then

I:

makes me anxious.

it

Does

Oh

P:

either side of the splitting

yeah. Because

I

know

make you anxious?

the other side

mean

I

think

it

too

have

this

hotheaded

side, but

I

is

always coming. Sometimes the

Most of

intensity in the affect can be unpleasant.

the time.

it I

kind of enjoy

also have this phlegmatic side, so

usually doesn't bother me, but occasionally

much emotions about

I

don't like.

And some

it

it. I

I

does. There’s a sense of

of the self-harm can be

anxiety provoking.

I:

What kinds of reactions come up

for

you

in

your work with borderline

clients?

Sometimes

P:

this again.
If this is

I

I

can be struck dumb, sort of

can get very anxious.

I

the fourteenth iteration of

a sense of

“come on

like

I

can’t believe they’re doing

can become interested.

something over the

I

can get impatient.

last three years, there’s

already.”

The tone of the preceding excerpt was one of compassion and empathy

for the

borderline patient, and an appreciation of their "difficult” behaviors as a defensive

system of coping with their traumatic
interplay of

two of

the five factors,

management and reduced anxiety
fosters the

histories. This is an interesting

where Gillian's empathy

in turn creates

example of the

facilitates anxiety

an intersubjective environment that

development of empathy.

Brian shared his sense of the importance of managing his

own

anxiety in order

to create a safe space for the therapy to unfold:

I:

What do you

think

makes you able

interpretations?
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to be silent in that

way and

to delay

P: [laughing]

Probably an internalization of

find ideas that support something

know,

I

movement.

Done

It

doesn't feel like

when

there's this

I

hated the

title,

and

I

can

I

about the

I

book

called

process of anxiety

in talking

it -

in

sensibility of taking time

management

to.

“Doing

hated that part of the inference

you know, it goes too far away from a
allowing space and letting things unfold.

own

mean,

should be jumped on. Leaped on. Done

it

-

Ingrid addressed her

I

have a respect for the
kind of internal action and

think

1

with. Michael Basch. a self-psychologist, wrote a

Psychotherapy”.

doing

analyst.

like Bollas talks

importance of silence. But more personally,
kind of intimacy that happens

my own

and

about the

types of patients that are difficult for her:

When somebody

is

really "acting out”

and being

really provocative,

pushes

it

do and how can I
hospitalize
the
patient, and I can
I
know
that
I
can
stop you?” And, of course,
do a variety of clinical things, but for me. it is holding the idea that this person
is completely separate and may do whatever she does in spite of me, or to
spite me.... Another example is in working with many mid-life women going
through divorces with volatile husbands, and that find myself being worried
that their husbands are going to come here. Part of that is based on a sort-of
real event that happened, and part of it is my own fear of angry men in our
culture. I've read too much in the newspaper and I know too much about
impulse and anger and danger. And so part of it is that it's rooted in a tiny bit
of truth and I feel more anxiety about it than I need to. and part of it is bearing
the anxiety that’s in the room because of whatever kind of violence the exwife feels. So, making sure this place is safe and I am safe, those are some of
the core experiences in order for me to be free to do my work. And likewise,
with eating disorder patients, the medical safety can be so tenuous and a lot of

me

certain reactions within

about “oh what the heck do

I

I

the

work

is

is

being weighed weekly, or

electrolytes are okay.

And

to also

she could have a heart attack and
that

I

just

make

with their primary care physician to

anorexic, that she

have

to bear,

because

if

sure, if the

woman

is

she's bulimic, that her

know

that, if someone is really seriously
between sessions. That’s something
the nature of the work. Very difficult

ill.

die

I

it's

work.

Adele described the way

in

which she manages anxiety, which

early cues of difficulty with a prospective patient: "Occasionally,

negative feeling on the phone.

and

to

I

will

work

to just clear

my mind

if

I

results

from

have had

before they

a

come

in

have a calm, serious response.” Heather explicitly addressed anxiety

management

in relation to patients

who

express a
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lot

of anger:

“I try to

be careful not

to

minimize

it’s

their anger

not there. So,

when

they're able to express

my

try not to turn

I

dealing with someone

who

is

back on

it

it

constructively, or to act as

and to manage

my own

if

anxiety about

angry.

Frank highlighted the notion of anxiety management

in his description

of

come up

for

how

he negotiates and uses countertransference clinically:

I:

How

do you manage the countertransference reactions

that

you?

I'm hesitating, because I just don't think there's a canned answer. I think
canned answer is probably what I hope would be the way I would manage
it. That I would notice it. that I would bring it to the level of awareness that I
am having this reaction and that I would be interested in it and I guess there is
a sense of, “oh something is going on here, and how is this making me feel?”
and that feels quite creative and thoughts start to flow, and then my question,
probably more than most, is “How can I communicate this in some way? How
can this get into the conversation?” I once heard Kernberg say that nothing
helps countertransference like a good idea. If one can get some understanding
of what this is, it seems to remarkably calm the therapist; the therapist is back
in charge in some way, when they have an idea. I think that once I get what I
P:

the

think
like

it

is

an understanding of

when

therapists say,

would

hear

it.” I

that.

There

is

it, I

start

looking for a

way

to talk

about

it.

I

don't

“Oh I would never say that. They’re not ready to
way to say it and probably make mistakes in

try to find a

something about the stance of thinking

feels too detached

it

and not saying

it

that

and superior.
Conceptualizing Ability

Conceptualizing ability

dynamics

is

the therapist’s capacity to understand the client’s

in the context of the therapeutic relationship.

A

therapist

who

possesses

conceptualizing ability can usually connect different threads of a patient's narrative

and conceptualize relationship dynamics

(VanWagoner, Gelso. Hayes,
With regard

to

&

in the context of the patient’s past

Diemer, 1991).

managing countertransference with

noted:
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difficult patients, Jeffrey

I

bite

my

tongue

until I've

had a chance to get a grip on myself.

therapists should ever be responding impulsively to anything.

I

don't think

You

can’t

always keep your presence of mind and some people can be very provocative
in different ways, not always hostilely. I just try. Once I develop a formulation
of what's going on, a theory of what the patient is doing, and what they're
there for, that gets

words suggest

Jeffrey’s

much, much

that

easier.

developing a formulation helps him to manage

countertransference by managing his anxiety, thus illustrating the interplay between

conceptualizing ability and anxiety management.

The following example
allowed her to

illustrates that

way

resist the patient’s invitation to

in

which Adele's conceptual

skills

an enactment that would have

reinforced the patient’s splitting defense.

P:

I'm thinking about

was

a college student

I

saw on and off

borderline, bipolar, and bulimic and she had

for several years

made probably

who

six suicide

While we were working together, the circumstances of her life
pulled her back into her relationship with her mother, which was the crux of
the matter and it was awful. I had a very strong working alliance with her
actually, even though she was a florid, acting-out borderline, because she
liked me I think. So I guess I must just have been on the positive side of the
splitting and I could work with that. As long as her mother was around. I was
never going to be on the negative side of that split. So what I had to be careful
and cautious about was not getting pulled into being the good mother.
attempts.

The following case example

illustrates

how

Ingrid’s conceptualizing ability allows

her to develop a profound sense of empathy and connectedness with a severely

traumatized and withdrawn schizoid patient:

I

have a patient with a long history of developmental trauma, and an abusive
life. So, I've been working with her for [several] years

relationship later in

using a complex

PTSD

model. In order

to

cope

approach, so there’s no eye contact, even after

me. Every time

I

in life, she
all

open the door for our session, she

corner of the waiting room. She can barely

make

has a very schizoid

these years of working with

it

startles

and

is in

the far

here and stay in the

room

in terms of the intimacy and the contact. She has been able over the years to
do a lot of fine work, but the hands-off approach is difficult for me to bear. I

tend to be very related and

novel to me.

I

I

don't understand the schizoid experience:

understand the borderline experience, the dependent
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it’s

I can make reference to all those things during different periods in
The schizoid I can't. It’s so foreign to me, and yet I know that, for
our work has been primarily around attachment and making this place and

experience.

my
her,

me

life.

safe for her to be in the room, for her to begin to disclose really important

some way. So, I
think I had to come up against my own limitations - which were really her
limitations, but was feeling as if they were mine - that I couldn't make the
connection. But instead what my consultant helped me to work with was all
the ways in which this is really creating an optimal space for her, to let her
have that distance without feeling abandoned and scared. Another example
with her is the amount that I talk, and with many patients it can be important
things and for her to feel like I'm not going to hurt her in

I

to

have space and silence and pauses, and with her, silence terrifies her,
at me, and so she feels so uncertain about

probably because she doesn't look
what's happening. So, with her,

One

it's

really important that

I

maintain a

connection through

my

sound of

very early, almost preverbal kind of contact.

It’s like

it.

voice, not so

much

the content of

of the most compelling aspects of this example

relate to the patient in her

own

attachment language,

sophisticated clinical formulation

is

front

and center

is

it,

but

more

the

Ingrid’s ability to find a

if

you

in this

way

to

will. Ingrid's

example; however,

bears noting that her ability to empathize with the patient’s experience

is

it

quite

remarkable and likely also a major factor influencing her ability to engage with the
patient in a

way

Case Example

that is therapeutic.

1:

Colin

P: [This is

that

I

'

an example from childhood of]

would go through where

their difficulties

and

I

I

my

quiet, older sibling obliteration

was being used

allowed myself to be

my own

to negotiate for other

people

and wouldn't take
that time to do that; I

in that position

aggression. So I didn’t have it in me at
enough good survival instinct, self-interest. And so with that
didn't develop what I think of as healthy aggression ( self-insight ). and without
healthy aggression you can't make statements that are from you directly - and
patients need to hear from you directly (empathy). So I think I can tend to say
more what think the patient wants to hear rather than what they need to hear
self-insight ; empathy). So I'm saying something about my own false self
development. And don't think it’s anything that's all that unusual for most
therapists actually. We're all here for similar neurotic reasons (self-insight).
The point is to try to get at those without using our patients to do that (selfintegration). Most of the time it’s a compromise formation in some way or

hold of

didn’t have

I

I

(

I
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another to become a therapist ( self-insight ), and

become something

you'll

The most prominent

when you

get over

maybe

it,

else.

factors in the

above excerpt are

integration. Colin describes aspects of his

own

self-insight,

empathy, and

self-

personality development and style that

he believes impact his work as a therapist and states matter-of-factly that becoming a
therapist

is

compromise formation by which people might resolve

a type of

internal conflicts. This assertion underscores the centrality of self-insight in

countertransference, lest therapists allow their

own agendas

to

their

own

managing

guide treatment.

Furthermore, Colin's notion of becoming a therapist as a type of compromise

formation relates self-insight to the notion of self-integration as illustrated by his
contention that therapists should avoid using their patients to resolve their
conflicts. Finally, Colin

emphasizes the importance of finding a way

on the patient's needs despite the urge

to attend to his

own

own

to stay

focused

needs, thus demonstrating

empathy.

And

so

could feel inside myself the kind of grandiose and competitive

I

somebody who has not put themselves completely into the
competitive arena in the first place so that my victory would come by curing
other people and so could find that I could become an extremely good
strivings of

I

and one of the reasons why, and one of the pieces that feeds

therapist

the sense that

I

really

know how

it's

think there's a grandiose quality to
reasons.

And

through. So
that

I

can

I

that's not that

it

done.

it.

It's in

my

that doesn't

mean

that, is

that

1

don't

bones, but for the wrong

can't be sublimated into

good reasons

as

you go

down my own voice is a difficulty
with people who have a tremendous

think that quality of shutting

feel as a therapist, particularly

my

And

down and a tremendous need to hear it at random
intervals conceptualizing ability). And so where it gets in the way, where my
shutting down my voice gets in the way is that I will devalue my capacity to
say what needs to be said at the right moment and so they get what they want
but not what they need ( conceptualizing ability). They want me to shut up but
what they need is they need to hear from me at the right moment
conceptualizing ability). And that would mean more comfortable aggression

want for

voice to be shut

(

(

on

my

part.
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This excerpt begins with references to self-insight and progresses to a practical

example of the

role of conceptualizing ability in negotiating countertransference. In

of the narcissistic patient’s invitation to collude with

this instance, Colin’s recognition

his or her defensive style allows

a

way

him

to avoid an

enactment and, instead,

to

respond in

that is therapeutic.

I:

How

do you manage these feelings and reactions

moment with

in the

clients?

depends on how the individual processes things, and everybody processes
things a little differently and that’s why hearing from other people how they
do things doesn’t always work. The way I recognize these things is that I tend
P:

it

to

be

all

the

way over on

flash or thought

the intuitive side of the Myers-Briggs.

tend to assume

I

it’s

to realize as I've gotten older that the

world

that

comes

in the first place.
is

to an
(

one of learning.

end by

I’m

fact that

in a

I

once was. Or

rather.

I

I’m

very different way, meaning that

terrified of

is

if

I

have a

to

one

an end and the
that shouldn’t exist

emerge
I’m not as

the atmosphere that gets to

tend to take more chances than

frightened of outcomes as

outcomes, but

a mistake

So

if it's not. I've started

world won’t come

my making

management) So

anxiety
I

probably right and

used
still

I

to;

terrified

am more

of

aware of the

outcomes. ( anxiety management)

This example provides another illustration of the dynamic interplay between the
various factors related to countertransference management, as Colin describes the
influence of self-insight on his ability to

manage

anxiety. Essentially, he

manages

his

anxiety by a version of cognitive restructuring in which he acknowledges that he has
a propensity toward anxiety, that mistakes are an inevitable part of clinical work, and

that mistakes in

psychotherapy need not be regarded as catastrophic.

So given

that,

how do I do

it ? I

work from

a principle:

I

don’t think that

having a bad time

if

one

that either people could possibly be having a good
sadomasochism doesn’t work and if I’m not feeling well,
it can't possibly be true that the exchange is good. It’s impossible. So it’s okay
at that point to have some license to relieve the symptom, and if that means
temporarily engaging in some defensive maneuver like manic flight or
depression or whatever, that’s okay. But what it means to me is that I usually

person

is

time. In other words,

recognize that something

is

kind of sick and then
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I

think about

decontextualizing myself from the patient and think about the kind of thing

make me sick, so I tend to get sick when I'm inhibiting myself in
some kind of way that I'm not recognizing. And so recognize that and I'll
think what is it with this person now that is making me feel more inhibited,
that tends to

I

it, I might recognize that this person is really stepping on
and making sure that I don't say something, and I'm holding back
because I don't want to tear their head off for doing that. And so then I’ll sort
of realize that part of it and realize that that's my own response and I might
say something to that person in that moment, like '*It sounds like it’s really
important for you to make sure that I don’t talk.” And that's all you need to

and

if

I

get around to

my

throat

say.

And

they might say something

like,

“You

finally figured that out.”

Or

now got in the way of what I
Or who knows what they would say. But it allows me to
formulate something at that moment, which is really a comment on the
process as it's occurring, and we see where it goes from there. Another part to
it is that when you sit with somebody a few times, and you have similar kinds
of thoughts every time you're with them, chances are it's got something to do
with that person. And you might as well just assume that. So I think that’s the
they might say, "Yeah, and even you saying this

was

trying to say.”

other part and

I

think sometimes starting out, therapists feel nervous about

trusting their instincts or feel guilty about then- instincts.

This excerpt provides a detailed illustration of the

way

in

which conceptualizing

ability allows a therapist to

understand and manage countertransference in real time.

and highlights the extent

which the ongoing management of countertransference

and cyclical process.

reflects an iterative

I:

to

Do you have

anything to add

in

terms of

how you manage

countertransference?

There’s a movie [Angelo

My Love]

“Sometimes
you have the bear and sometimes the bear has you.” I love that line and that’s
what I think about when I think about countertransference. Sometimes I'm
having the countertransference and sometimes the countertransference is
P:

having me.

And when

it

has you.

and the opening

when you’re

line is

really in the grip of a bear,

you can do. You can pretend, but there’s not a lot
you can do. The bear's bigger than you and it’ll take you apart every time. So
think that sometimes I don't do so great because the countertransference has
me. And then at some point I get a sense that it’s me that's having the
countertransference and at that time I'm in a better position to do something
there's not a

heck of a

lot

I

with

I:

it

that's useful.

Do you

have a tangible sense of what brings you

89

to that point?

I'll say something. If you reach under the bed, the monster
go away, (anxiety management ) In other words, the moment that you
speak up in some form, it doesn't have you anymore. The problem is getting
yourself to the point where you can speak up without the countertransference
speaking through you, so you're not like in The Exorcist where she is having

P:

Yeah, usually

will

the devil speak through her.

(

self-insight )

And

that's the pail that’s tricky

because you speak up and you might be enacting the countertransference

because

it

has you. so you might think that you're speaking up

that’s addressing
it

truly has a grip

still.

The thing

The exchange above

is

it

in a

manner

or having a perspective of having regained yourself, but

if

on you, you might not be. It may be speaking through you
you never know until afterwards.

illustrates Colin’s self-insight

and his

ability to

manage

the

anxiety that countertransference sometimes provokes in him. However, he makes the

important point that there are instances when, despite a therapist’s best efforts, they

may

are "in the grip of a bear.” Furthermore, he suggests that therapists

they are not succeeding in their efforts to

are also times

when they may

manage countertransference, but

feel as if they are

adequately only to learn later that

it

be aware that

managing

their countertransference

"spoke through” them after

all.

To what

This leads to one of the key questions guiding this project:

patient difficulties that relate closely to therapists’

own

that there

extent

do

experiences, relationships,

and unresolved conflicts impact the intensity of countertransference reactions and
therapists’ ability to

situations in

manage those

reactions? Therapists revealed that, indeed, in

which countertransference

relates closely to their

relationships, or experiences, the recognition and

management of

countertransference requires greater vigilance and effort.

times

when

those efforts are successful, and times
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own

when

difficulties,

that

As Colin

noted, there are

they are not.

Case Example

2:

Dorothy

'

Dorothy shared her story about one case

which she struggled

in

to

manage her

countertransference:

This

is

a

woman

I

only saw very briefly because

responding to her out of

my

way

associations to

my

1

was so caught up
member] that I just
was too personally

think

I

in

[family

work with her. I think I
involved to be able to help her. She was very anxious, and the way that she
would talk reminded me of my [family member] when she was anxious, in
that her anxiety contained anger. She was angry, aggressive, not able to listen.
It was very visceral; I think her anxiety probably touched off anxiety in me,
making me want to be able to give her answers to her problems and calm her
down. She may have ostensibly been looking for that, but that’s not what
couldn't find the right

to

I

think

my

real

job was. Yet

to give her advice,

I

found myself often trying

to

and push her around, and argue with

don’t think were very helpful.

And

I

didn't have

problem-solve. and

her, in

ways

that

I

enough of a foundation, or
happened between us, all

alliance, to be able to use or talk about that stuff that

of which

we could

six sessions, she

this

her to

work with

in me’’), conceptualizing ability in

invitation to “an enactment of sorts”

into problem-solving

maybe

after a short time,

case illustrates that she possessed self-insight regarding

this patient so difficult for

touched off anxiety

And

left.

Dorothy's description of

what made

see as enactments of sorts.

and her sense

("I think

her anxiety probably

terms of the patient’s

that obliging the patient

by lapsing

and arguing would not be therapeutic, and self-integration as

demonstrated by a clear delineation of boundaries and a firm sense of herself (and her
family

member)

as differentiated

from

the patient. Yet. Dorothy’s countertransference

was so powerful and so personally relevant
which undermined her

As

ability to

that she struggled to

manage her

factors related to countertransference

major domains of

,

empathize with the patient.

these excerpts illustrate, while therapists did not explicitly

reflected the

anxiety

management,

the five

their subjective narratives

self-insight, self-integration,
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name

empathy, anxiety

indeed

management and conceptualizing

ability.

There was considerable variability

degree to which these themes were present
inteipreted as evidence that the therapists

more

explicitly are

more successful

at

in

in the

each interview. This could be

whose

narratives reflected these themes

managing countertransference,

that therapists

vary in the degree to which they are conscious of the processes by which they manage
countertransference, or

some combination of the two. This

length in the next chapter.
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will be discussed at further

CHAPTER V
CONCLUSION: PULLING

IT

ALL TOGETHER

This project used a qualitative interview methodology to explore therapists'
subjective experiences of countertransference, the

use countertransference in their

work with

ways

in

which they negotiate and

difficult patients,

and

their

understanding

of the impact of countertransference on the development and maintenance of a

therapeutic alliance.

Countertransference with Difficult Patients:

An

Phenomenon

Intersubiective

4

Therapists described patients with a range of diagnoses and behaviors that

they find difficult, including borderline personality disorder, narcissistic personality

disorder, schizoid personality disorder, dissociative identity disorder, substance use

disorders, high-risk behaviors and the avoidance of affect.

reasons

why

these patients are difficult for them,

As

therapists described the

two meta-themes emerged, which

I

have labeled broadly as aggression and withdrawal. To imply that withdrawal and
aggression are discrete or mutually-exclusive concepts or categories would be making

an

artificial distinction,

described

and would not take into account the

some element of each with regard

to

fact that

what causes them

to

most therapists

experience

certain kinds of patients as difficult. Indeed. Brian’s assertion that disconnectedness is

a form of aggression

(p.

64) suggests that

it

may be more

useful to think of aggression

and withdrawal as representing complementary dimensions of relatedness. That
therapists’ narratives

some

said,

were generally consistent with one theme or the other, with

therapists characterizing difficulty primarily in terms of aggressive, acting-out
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behaviors, and others describing difficulty primarily in terms of withdrawal and

affective disconnectedness.

That the meta-themes of aggression and withdrawal bear strongly on
interpersonal relatedness

is

not surprising given that countertransference in

psychotherapy was the context of

may have
dyad

my

inquiry. Furthermore, the interview situation

reinforced a relational model insofar as each interview represented a unique

that constituted a real, albeit brief, relationship.

There were instances

therapists described patients with “difficult” diagnoses or behaviors in a

could clearly be classified as aggression or withdrawal. For example, the
injurious. hostile,

seem

which

in

way

that

self-

and "acting-out” behaviors of patients with borderline pathology

be intuitively associated with the theme of aggression, whereas the non-

to

relatedness and disconnectedness of the schizoid patient seems to

map

intuitively

onto defensive withdrawal. In other cases, therapists' descriptions of difficult patients
contained elements of both aggression and withdrawal. The ways in which patients
display behaviors associated with aggression and withdrawal in an interpersonal

context depends on each individual's personality organization, diagnosis, and

attachment history. For example, the schizoid
destructive

may

man who

perceives his love as

withdraw- from others for fear that his love will destroy them (Bollas,

1987), whereas the narcissistic patient might aggressively devalue the therapist in

order to defend against feelings of shame and envy (McWilliams, 1994).
In the context of countertransference, therapists' descriptions

of difficult

patients suggest that aggression and withdrawal are related in the sense that both

stances threaten the loss of relationships (in this context, the therapeutic relationship).
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)

Thus, considering the threat of loss within the context of the therapeutic relationship

may shed some

light

on why, from the vantage point of the

therapist, patient

behaviors characterized primarily by aggression or withdrawal are so emotionally

activating.

It

is

well understood that therapists are motivated by their desire to be

helpful to their patients, as well as by ethical and legal obligations to

do

so.

So

consider, for example, the case of the self-injurious or suicidal borderline patient. In

this scenario, the threat

of loss extends beyond a rupture

in the therapeutic

relationship to the literal possibility of the patient's death.

context

why

to tolerate.

self-injurious

(

in this

aggressive behaviors would be difficult for any therapist

However, the nature and

difficult patient

One can understand

intensity of the

emotions elicited by these

behaviors will be unique to each therapist and. to some degree, to

each therapeutic dyad as a result of the unique intersubjective experience created by

and the patient's internal object worlds and

the marriage of the therapist's

experiences.

The Loudly

Difficult Patient: Variations

on a Theme of Aggression

Therapists acknowledged the relational nature of "difficulty” in their
descriptions of the types of patients that they experience as difficult. Therapists

who

described patients with "acting-out” behaviors such as anger, hostility, and rage as
difficult revealed their

own

struggles with tolerating and expressing anger

appropriately. Therapists described these struggles primarily in terms of relationships

within their families of origin and their designated roles as mediators of strong affect

among family members. Some
a

compromise formation;

that

therapists recognize the choice to

is,

become

therapists as

they acknowledge that becoming a therapist
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is,

to

some degree, an adaptive attempt
their early roles as mediators

to resolve the intrapsychic conflict associated

of conflict, (see Brenner, 1994 and Rothstein, 2005 for

further elucidation of the theoretical construct of

regal'd, therapists

with

emphasized the awareness of

the therapy encounter as a critical aspect of

avoid using their patients to resolve their

compromise formation).

their

own

In this

relational contributions to

managing countertransference

own

in order to

internal conflicts.

Therapists also noted the relation between the mediating roles they had in

their families,

and the tendency

others. In this regard, therapists

such as self-harm are likely to

to take excessive responsibility for the well-being of

emphasized the extent

elicit a

to

which acting-out behaviors

caretaking response from them, resulting in

feelings of anxiety and even resentment.

Some

therapists also noted that feelings of

resentment are particularly strong with patients whose behaviors are manipulative or
with those

who communicate

a sense of entitlement. Therapists related these feelings

of resentment to vestiges of anger and resentment vis-a-vis their relationships with

parents or siblings

who had

fact that, although they

to feel “old

have resolved these issues

and ancient and out of

The Quietly
Therapists

difficult

narcissistic or borderline features; they

identified

reactions continue

on a Theme of Withdrawal

withdrawn and emotionally disconnected patients as

this difficulty within the context

connect with others. Therapists

some

control” (Adele, p. 35).

Difficult Patient: Variations

who

emphasized

[their]

in therapy,

emphasized the

who

of their

own

ability

and wish

to

identified patients with schizoid presentations as

difficult described a struggle to negotiate the balance

between forming an alliance

with the patient while maintaining an optimal level of distance that acknowledges the
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boredom and

patient's fear of intimacy (Ingrid), as well as feelings of

awake with dead material”
Therapists

who

’“trying to stay

(Brian).

identified patients with narcissistic features as difficult

described experiencing a lack of interpersonal relatedness in interactions with these

patients.

Both Frank and Colin emphasized

patients is related to their

own

that their difficulty

desire and ability to connect with others,

conflicts with the narcissistic patient's defensive

framed her struggle with

whom
still,

with narcissistic

narcissistic patients in

need

to

keep others

bay. Heather

terms of her relationship with a parent

she described as narcissistic. Thus, in Heather's case, the stakes are higher

in that the personal relevance of the narcissistic patient's sense

makes

at

which

it

manage her countertransference. The concept

especially difficult for her to

of compromise formation

may

frustration, disappointment,

be relevant here as well,

and obliteration

may

interactions with narcissistic patients

to

in that the feelings

of

that these therapists describe in their

relate to early experiences of

frustrated needs for connection with caregivers

Themes Related

of entitlement

who were

unmet or

overly self-involved.

Managing Countertransference

Therapists emphasized the importance of recognizing, understanding, and

managing countertransference

as central to alliance building and psychotherapy

process. Their detailed narratives yielded themes at

macro

level,

and the process or micro

level.

two

levels: the theoretical or

The dominant themes associated with

former include: (1) supervision and consultation. (2) personal psychotherapy and
care,

and (3) formal training and

clinical experience.

the lines of inquiry guiding this project

was
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With regard

the extent to

which

to the latter,

the

self-

one of

therapists’ subjective

narratives

would

yield themes consistent with the five-factor theory of

countertransference

Gelso, Hayes,

&

management (Gelso

and conceptualizing
less

directly targeted

relate to

2002; Hayes, 2004; Van Wagoner,

Diemer, 1991). All therapists’ narratives were rich

insight, self-integration,

themes were

& Hayes,

in

themes of

self-

and anxiety management. Although examples of empathy

ability

were present

prominent. This

most of the interviews, on the whole these

in

not surprising given that the interview questions

is

themes of self-insight {How do the

your own experience ; that

is,

difficult patient’s characteristics

what particular meaning or relevance do they

have for you personally?), self-integration {To what extent are your
countertransference reactions based on patients’ transferences and behaviors versus

your own experiences?), and anxiety management

and reactions

(

How do you manage

the feelings

that these client characteristics or behaviors elicit?).

Naturally, theme-based coding and analysis of the interviews focused on the

explicit content of therapists’ responses.

However,

it is

important to note that the

interview process itself also highlighted the meta-level existence and operation of
therapists’ qualities of self-insight, self-integration, anxiety

and conceptualizing

ability. In other

management, empathy

words, the clinical and personal nature of the

interview questions required therapists to negotiate the balance between maintaining

an open and forthcoming stance, while

still

setting appropriate boundaries

around

maintaining the confidentiality of case material and choosing to disclose the personal

underpinnings of their countertransference.
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Preconceptions about Difficult Patients: Implications for Establishing an Alliance

As noted

in the preface, this project

began as an inquiry into therapists’

preconceptions regarding initiating psychotherapy with difficult patients, and their
understanding of the impact of those preconceptions on the development of an
alliance with difficult patients.

As

the project evolved,

I

decided

therapists' subjective experiences about countertransference,

which therapists manage countertransference

However,
future,

I

in anticipation of

in their

to focus instead

on

and the process by

work with

difficult patients.

pursuing the line of inquiry about preconceptions in the

decided to include some exploratory questions about preconceptions

in

my

interview.

Most

therapists conceptualized preconceptions as

somehow

countertransference and they described managing preconceptions in

way

that they described

managing countertransference.

related to

much

the

same

Specifically, therapists

emphasized the importance of awareness and understanding of preconceptions as

a

valuable source of information about the patient, themselves, and the intersubjective

reality of the therapy situation. This

my

may

be attributed,

at least in part, to the fact that

questions about preconceptions were framed within the broader context of an

interview that

therapists to

was designed

draw

this

to explore countertransference, thus possibly

comparison.

On

the other hand, there

may

indeed be

conceptual and phenomenological parallels between preconceptions and
countertransference.
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priming

Limitations

This project contributes to the literature on countertransference by describing
therapists’ understanding of the origins of countertransference with difficult patients

and exploring in-depth the processes by which therapists manage countertransference
in their

work with

themes as well

difficult patients.

The goal of the

way

as individual differences in the

countertransference in their work, and the

countertransference with the patients

way

whom

they

project

was

to explore

common

therapists think about

manage

especially powerful

they find most difficult; however, given

the methodological limitations, the interpretations offered here should be

viewed

as a

preliminary step in describing these complex phenomena.
Several shared themes related to difficult patients and countertransference

emerged across

the interviews,

and themes related

to the process

of managing

countertransference were consistent with the existing literature on the five-factor

theory of countertransference

management

Van Wagoner,

&

Gelso, Hayes,

(e.g.,

Diemer, 1991

).

Gelso

&

Hayes, 2002; Hayes, 2004;

However,

the uniqueness of this

sample poses several limitations, and conclusions should therefore be drawn
cautiously.

By way

of a general framework for considering these limitations, therapists

were recruited based on

their reputations as skilled clinicians

experience post-licensure. Furthermore, the 10 therapists
self-selected

by virtue of

and

who

at least

10 years of

agreed to participate

their interest in the topic of countertransference

and

their

willingness to disclose personal information related to their clinical work. There are

several

components of

this

recruitment and self-selection process that
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make

this

sample unique.

First,

these therapists are especially insightful, articulate, and self-

reflective; furthermore, all of

them have been engaged

at

some time

in personal

therapy or psychoanalysis. Thus, these therapists are exquisitely attuned to their

own

contributions to the therapy encounter. Second, these therapists are theoretically

sophisticated, particularly in

psychodynamic theory, which bears more

countertransference than other theoretical approaches. There

is

directly

a range in the

on

way

these therapists currently characterize their theoretical orientations, including

psychodynamic, integrative, and
clinical training

eclectic;

however,

all

therapists reported that their

was psychodynamic and, consequently, psychodynamic theory

persists as their first language. Furthermore, several of these therapists are actively

involved in teaching and supervision and. as a result, are likely to stay abreast of

advances

in the clinical

and research

literatures that are relevant to

countertransference. Third, these therapists have a great deal of clinical experience,

with a

minimum

of 10 years, and in several cases, more than 20 years of clinical

practice post-licensure. Thus, they have a wealth of case material

experience to draw from. In addition, given that they were

all

and personal

trained at least 10 years

ago, their early clinical experiences were shaped by a climate quite different from the
current one, which

may have

a systematic impact

on

their

views on

countertransference.

I

initially

notion of

my

approached the question of preconceptions with a preconceived

own, namely

that

preconceptions about difficult patients would be

detrimental to the development of an alliance with those patients. Thus, one of the
surprising findings of this project

was

the extent to
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which preconceptions may

positively impact the development of an alliance with difficult patients. Therapists

were remarkably insightful with regard
the

development of an alliance with

way

the questions

to the potential impact of preconceptions

difficult patients.

were ordered and presented, or

characteristics of the

This

may be

on

due. in part, to the

to the recruitment

and self-selection

sample discussed above. Furthermore, therapists

who

agreed to

participate in this project are likely interested in issues related to countertransference,

introspective and insightful regarding those issues, and willing to share their insights.

Limitations notwithstanding, therapists’ narratives contained a wealth of information

about preconceptions and the benefits and detriments that preconceptions
the therapeutic alliance

may pose

to

and psychotherapy process.

There are several limitations associated with examining countertransference
and preconceptions regarding

difficult patients via subjective self-report. First,

although therapists did describe cases in which they did not effectively manage their
countertransference, they

may have emphasized

the cases

where they

felt that

they

had managed countertransference well. This might be one explanation for the high
degree of overlap between these therapists' narratives and the five-factor theory of
countertransference management. Second, preconceptions and countertransference

and the processes underlying them
the

most valuable contributions of

may be

largely unconscious. In this regard, one of

this project is the extent to

which conversations

with these therapists illuminated some of the ways in which unconscious aspects of
countertransference can be brought into conscious awareness. However, as discussed

above, the therapists

who

participated in this project

may

represent a fairly small

percentage of unusually enlightened clinicians and can therefore not be considered

102

representative of most therapists. Furthermore, even though these therapists identified

and shared a great deal about
is

their

possible, indeed likely, that

own

some

experiences related to countertransference,

it

aspects of countertransference remain out of

conscious awareness. This has significant implications for clinical practice since
countertransference that

not well-understood or well-managed can have a

is

detrimental impact on the alliance and psychotherapy process and outcome (Friedman

& Gelso,

2000; Rosenberger

& Hayes,

2002).

Suggestions for Future Research

The most

significant contribution of this project

is

the notion of

countertransference with difficult patients as an intersubjective

phenomenon

characterized by themes of aggression and withdrawal. However, this notion
preliminary, and further investigation

is

needed

to

determine whether these themes

can be generalized to other therapists. Thus, future research aimed
conscious and unconscious processes related
countertransference

management with

to

is

at

understanding

countertransference and

difficult patients

should attempt to recruit

clinicians with diverse theoretical orientations, training backgrounds,

and levels of

experience.

There are several existing measures

that

examine unconscious aspects of

countertransference and an extensive body of literature supporting the validity of
those measures

Hayes,

&

(e.g..

Gelso

&

Hayes, 2002; Hayes, 2004; Van Wagoner, Gelso,

Diemer, 1991). However, to date, no researchers have systematically

assessed therapists' preconceptions, the relationship between preconceptions and
countertransference, and the impact of preconceptions on the therapeutic alliance and
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psychotherapy process.

It

would be

useful to begin by assessing the relationship

between preconceptions and countertransference.

If

these

phenomena

are

conceptually related, the existing literature on countertransference could greatly

inform our understanding of preconceptions and existing measures of
countertransference could be modified and used to assess the impact of

preconceptions on therapeutic alliance, psychotherapy process, and treatment

outcome.
Clinical Implications

My conversations
well,

and present

in

with therapists suggest that countertransference

is

and

alive

each and every clinical encounter. However, these therapists

represent a different generation in clinical practice and, for the most part, their

training predated the current

movement toward empirically-supported

manualized treatment protocols. This trend poses a dilemma for

treatments and

clinical practice in

general, and for clinical psychology training programs in particular.

As managed

care

organizations and insurance companies increasingly define the treatments required for

reimbursement, clinicians and researchers are under more pressure
validate cost-effective treatment programs.

treatments

is

To be

to

develop and

sure, creating cost-effective

not in and of itself a malevolent enterprise. However, in the current

climate of a call for increased productivity, and the associated pressure to pare
the time and resources associated with the training

treatment protocols,

we

the therapeutic alliance,

down

and administration of manualized

run the risk of losing sight of critical

common

factors such as

and associated phenomena such as countertransference.

104

The academic

faculty and administrators of clinical training

grapple with the dilemma of preserving an emphasis on

common

programs must

factors such as the

therapeutic alliance as they negotiate the structure of clinical training within the

broader context of vast changes

in the field

of psychology. The therapists

whom

I

interviewed were highly experienced and remarkably insightful with regard to
countertransference and

this project

impact on the psychotherapy process.

its

has significant implications for therapists-in-training

It is

in

my

belief that

terms of

contributing to an understanding of the concept of countertransference and the

in

which countertransference can be managed

in clinical

ways

work. The words of these

experienced clinicians might also inspire supervisors to preserve or create forums for
exploring issues related to countertransference phenomena. Finally, the ideas

emerging from

this project

might challenge

clinical researchers to

protocols that systematically address the recognition and

countertransference and

its

develop treatment

management of

impact on the therapeutic alliance.

Within the larger context of the movement toward empirically-supported
treatments in

all

spheres of healthcare, perhaps the ideas present within this paper will

contribute to the continued efforts of clinicians and researchers to provide a rationale

for the

development and use of treatment approaches, manualized or otherwise,

value the therapeutic alliance and the intersubjective

processes in psychotherapy.
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phenomena

that drive

that

change

NOTES
'The Psychological Services Center
Division of Clinical Psychology

at the

is

a training clinic operated

University of Massachusetts

Intake clinicians conduct brief 30-minute phone screens with

to

all

at

by the

Amherst.

prospective patients

determine the nature of their treatment requests and their appropriateness for a

training clinic.

the intake

Case summaries based on these phone screens are then presented

team consisting of the Clinic Director,

clinical supervisors,

to

and intake

clinicians for assignment to an appropriate clinician.
2

where

All therapists described examples of instances

countertransference

successful

at

was well-managed,

as well as instances in

managing countertransference. Please note

from interviews based on the
themes and concepts related

clarity

to countertransference

at

way

reflects a

judgment

which they were

that excerpts

and detail with which they

less

were chosen

illustrate the different

management, and

excerpts as examples of “successful” or “unsuccessful”

countertransference in no

their

the selection of

management of

one therapist was more adept

that

managing countertransference than another.
'

In these case

examples, some details have been omitted for reasons of

confidentiality and the parenthetical and bracketed insertions are mine.

^Throughout

this

manuscript, “therapists” refers to the ten therapists

interviewed for this project only. In this final chapter,

in

which

I

believe that the themes are generalizeable
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I

whom

I

will explicitly note instances

beyond

this interview

sample.

APPENDIX A

INTERVIEW CONSENT FORM
This study explores therapists’ countertransference reactions to clients

whom

they

find to be particularly challenging or “difficult."

My

participation in this study will consist of taking part in a two-hour interview with

the investigator. Jennifer Davidtz. M.S., a doctoral candidate in the Clinical

Psychology program

at

the University of Massachusetts. Amherst.

will be asked to describe

my

I

understand that

experiences as a psychotherapist, including

countertransference reactions to clients, and the ways in which these reactions
relate to

my own

life

experiences. This process

may

I

my
may

involve examining and talking

about some provocative feelings and personal experiences, which involves the risk of
refreshing those painful reactions. Possible benefits of participation include an
increased understanding of the impact of
clients,

and the opportunity

to

make

my own

experiences on

my work

with

a valuable contribution to the psychotherapy

research literature.

I

understand that

I

may

ask questions of the investigator, Jennifer Davidtz.

point during the interview and that

withdraw from the study
I

at

I

may

refuse to answer any question.

I

at

any

also

may

any time without penalty.

understand that the interview will be audiotaped. and that verbatim transcripts and

summaries

will

be made from the tapes. All of the information

participation in this study will be kept confidential.

any resulting publication),
altered.

If

my name and

complete anonymity

is

all

I

provide during

my

In the reporting of results (and

other identifying information will be

not possible for any reason.

I

will be consulted for

further consent. Only the investigator, her appointed research associates, and her

faculty supervisor, Dr. Richard P. Halgin, will have access to the data in
(entire verbatim transcripts).

If.

for

any reason.

I

of this interview to be shared with Dr. Halgin and/or research associates,
request that without penalty. If

at

any time

associates involved with the project.

I

may

I

its

raw form

do not want the verbatim transcripts

wish

to

know

the

I

may

names of research

ask the investigator.

have read the above and understand the nature of this project and what
me. I am willing to participate in this research study.
I

Signature

Date
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is

required of

APPENDIX B

INTERVIEW GUIDE
I.

II.

Therapist Information
a.

Years of experience

b.

Discipline/Specialization

c.

Theoretical Orientation

d.

Settings (private practice,

e.

Client populations

‘"Difficult" Clients
a.

When

I

CMHC,

hospital inpatient/outpatient)

and Early Treatment Decisions

say “difficult client,” what comes to mind?

clients or diagnoses are particularly challenging for
b.

During your

first

Which

types of

you?

contact with a prospective client, or during the

assessment interview, what are the cues that

alert

you

to the likelihood

What comes

that the client will be particularly difficult?

initial

to

mind

in

terms of factors that inform your decision to accept or refer the client?
c.

If

you decide

to accept the client,

how do you

prepare for this

new

case?

III.

Countertransference and
a.

I

am

interested in

CT Management
how

therapists negotiate

and manage

countertransference during the course of psychotherapy with clients

whom

we get to that
CT? How do you

they perceive to be unusually difficult. Before

though,

me what comes

tell

to

mind when

I

say

understand the concept of countertransference?
b.

When
you

I

asked you what comes

said

.

To

mind when I say “difficult client,”
you feel comfortable talking about

to

the extent that

this:
i.

How

do these

client characteristics relate to

ii.

your

own

what particular meaning or relevance do
they have for you personally? What prompts that kind of
reaction in you?
To what extent are your reactions based on clients’
transference reactions and behaviors versus your own
experience; that

is,

experiences
iii.

How

do your personal reactions affect what transpires in the
and your work with these clients ?
do you manage the feelings and reactions that these client

clinical setting
iv.

How

characteristics or behaviors elicit?
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?

IV.

The Impact of Countertransference on
a.

b.
c.

?

the Alliance

do you understand the concept of therapeutic alliance? How
would you define it?
What, to you. constitutes a strong therapeutic alliance?
What, to you, constitutes a strong alliance with “X” clients (i.e., the
type of client each particular therapist specified to be particularly

How

difficult)?
d.

e.

How

do you understand the impact of your countertransference
reactions, and your management of those reactions, on the
development of the therapeutic alliance?
Earlier I asked you to discuss the factors you take into consideration
when preparing to work with a client whom you expect, based on your
initial contact, will

be unusually “difficult.”

You

said

.

How

are the thoughts and feelings that inform this preparation useful to the
development of an alliance? How are these thoughts and feelings
detrimental to the development of an alliance ? Why

V.

Supplemental Questions Specific
a.

To what

extent

do you

to

like

BPD

working with

clients with borderline

spectrum pathology?
i.

What

are the client features/characteristics that

make working

with these clients rewarding
ii.

What
it

are the client features/characteristics/behaviors that

most

difficult for

you

clients? (Are hostility
iii.

b.

In

to

work productively with

make

BPD

and rage central features?)

What cognitive and emotional
your work with these clients ?

reactions are elicited in you in

your experience as a supervisor:
i.

What
when

are the therapist factors that

you take

into consideration

evaluating the appropriateness of assigning a client with

borderline pathology to a beginning therapist ?
ii.

What

therapist characteristics (experience level, personality

style)

do you think predict being able

successfully with borderline clients?
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to tolerate

and work

APPENDIX C

CODING GUIDELINES
The management of countertransference has been theorized

to consist of five

management, and
Hayes, 2002: Hayes, 2004; Van Wagoner, Gelso.

interrelated factors: self-insight, self-integration, empathy, anxiety

conceptualizing ability (Gelso

Hayes,

1

.

&

&

Diemer, 1991).

Therapist self-insight

defined as the therapist’s awareness of his or her

is

own

feelings and their basis.

For example, the therapist
•
•

who

demonstrates self-insight...

.

.

.is

often aware of feelings in him/her elicited by clients.

.

.

.is

often aware of fantasies in him/her triggered

by

client material or

affect.
•

.

.

.usually

comprehends how

his/her feelings influence him/her in the

therapy.
•
•

.

.

.recognizes the limits of his/her clinical competencies.

...is

willing to consider him/herself as an impediment to client

progress.
•

.

.

.reflects

•

.

.

.is

•

.

.

deeply on his/her

own

feelings.

often aware of personal areas of unresolved conflict.

.understands the background factors in his/her

life that

have shaped

his/her personality.

2.

•

.

.

.possesses a “gut-level’' self-understanding.

•

.

.

.is

•

.

.

.usually recognizes his/her

often aware of his/her personal impact on others.

own

negative feelings.

Therapist self-integration refers to the therapist’s possession of a basically
healthy character structure.

The possession of

this quality

allows for the

recognition of boundaries and the differentiation of self from other.

For example, the therapist
.effectively sorts

who demonstrates self-integration...
out how his/her feelings relate to client's

•

..

•

...effectively distinguishes

between

client’s

feelings.

needs and his/her

own

needs.
•

...usually restrains him/herself

from excessively identifying with the

client's conflicts.
•
•

...often uses his/her past experiences to aid in
.

.

back from his/her

.has the capacity to stand

experience and observe what
•
•

.

.

.

.

•

.

.

usually

.is

manages

between

his/her need for approval.

psychologically balanced.

.has a sense of

autonomy.

1

10

own emotional

going on with him/herself.

.effectively recognizes the boundaries

...

•

is

understanding the

self

and others.

client.

3.

own emotional

•

.

.

.tends to resolve his/her

•

.

.

.has a stable sense of identity.

Empathy

conflicts.

allows the therapist to remain focused on the client’s needs, despite

own needs.
who demonstrates

the urge to attend to his or her

For example, the therapist
•

..

.at

empathy...

back from a client's emotional
understand what is going on with the client.

the appropriate times, stands

experience and

tries to

•

.

.

.can usually identify with the client’s inner experience.

•

.

.

.is

•

.

.

.gets

perceptive in his/her understanding of clients.

beyond

the manifest content to the latent

meanings of a

client’s

verbalizations.
•

.-..often

sees things

from the

client's point of view.

usually emotionally "in tune’’ with clients.

•

.

.

.is

•

.

.

.intuitively understands clients.

•
•

...accurately labels client’s emotions.
.

.

.at

the appropriate times, puts aside his/her intellect

and “feels” with

the client.

4.

•

.

•

..

.

.is

usually able to assess the severity of clients’ issues.

.effectively judges a client's readiness to explore particular issues.

Anxiety management refers

to the act

of controlling anxiety so that

it

does

not spill over into the therapy.

For example, the therapist
•

...does not

who

demonstrates anxiety management...

become overly anxious

in the

working with most

•

.

.

.feels confidents

•

.

.

.is

comfortable

•

.

.

.is

comfortable with him/herself.

•

.

.

.is

comfortable being close to others.

•

•
•

...
.

.

in the

presence of most clients

clients.

presence of strong feelings from others.

possesses self-confidence.

.tends not to be troubled

by anxiety.

...does not experience a great deal of anxiety while conducting

therapy.

5.

Conceptualizing ability is the therapist's capacity to understand the client's
dynamics in the context of the therapeutic relationship.
For example, the therapist who demonstrates conceptualizing ability...
•
.recognizes similarities between current and former clients.
•
...conceptualizes relationship dynamics in terms of the client’s past.
•
.is usually able to conceptualize client dynamics or issues clearly.
.

.

.

.

.can usually apply a theoretical orientation to cases.

•

.

.

•

.

.

.can usually identify

•

.

.

.conceptualizes cases deeply.

reformulate an

dynamics of the counseling
diagnosis

warranted by client material.

•

...will

•

...usually connects strands of the client's material.

initial

ill

if

relationship.

•

...often conceptualizes his/her role in

what transpires

in the

counseling

relationship.

Note: Items from Countertransference Factors Inventory reproduced and modified by

permission of Charles Gelso. Ph.D., October 2005.
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